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Preface 


Swamy Vivekananda said, "man is a combination of Animality, Humanity and Divinity". The task of education 


lt century ought to be to help him take plunge from the animal to divine state while remaining active in the 


Education is an instrument and a catalyst for a social change and transformation. However, with tremendous 
progress in the field of science and technology what the man gained in material terms was lost in moral and 


spiritual realms. The ghosts of technological power unwittingly released by man can be contained only by the 
right kind of education which combines science with spirituality, reason with faith. 


The prevalent system of education is information oriented not character oriented. We want the medical 
graduates of this University be community oriented rather than a disease oriented. In our syllabi, we would like 
to teach attitudinal changes, behavioural science, personality development and medical ethics. 


In order to emphasize ethics in medical education and practice in relation to patient and community care, 
Rajiv Gandhi University of Health Sciences organised a Workshop attended by a large number of eminent 
persons from not only medical field but also from allied disciplines like Law, Ayurveda, etc. The recommendations 
made by the participants have been incorporated in the Proceedings of the Workshop. It is a matter of pride 
that this Health University of just three years standing has been able to come out with a useful document on 
such an important matter of community concern. 


| appreciate and congratulate all the faculty members and participants in this endeavour, which | am sure, 
will be a trend setter. 


Bangalore Dr. S. Chandrashekar Shetty 
Vice Chancellor 
Rajiv Gandhi University of Health Sciences, 
Karnataka, Bangalore. 
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SECTION - A : THE WORKSHOP PROCEEDINGS 
A1. INTRODUCTION 


All over the world, there is an awakening to the need for teaching / learning medical ethics in medical 
education. It is being realized that in tackling the medical and health problems of the individual and 
the society, it is important for the doctor to face the ethical problems in addition to the clinical and 


public health problems. Increasingly large numbers of medical schools are including the subject of 
medical ethics in the curriculum. 


World Scenario 


The General Medical Council of Great Britain has reworked the curriculum for medical education, 
bringing Medical Ethics as a core component of the curriculum. All medical students must have an 
understanding of the ethical and legal issues relevant to the practice of medicine. All medical stu- 
dents must be able to understand and analyse ethical problems so as to enable them to have proper 
regard to such problems in reaching decisions. Teaching/learning medical ethics is a required part 
of the curriculum. The subject is taught and assessed in each year of curriculum. The University of 
Utrecht, Netherlands, has the subject introduced during the second year. Other Universities and 
medical schools in USA, Norway and other countries have similar programmes, which will be useful 
for the medical colleges under Rajiv Gandhi University. 


indian Scene 


Medical Ethics is taught in medical colleges in India by the Department of Forensic Medicine. It 
mainly deals with issues related to jurisprudence or legal aspects of Medicine. Issues related to 
ethical dilemmas in clinical practice and those arising out of advances in medical technology like 
genetic research, organ transplant etc., receive limited emphasis. Only St. John's Medical College, 
Bangalore and to some extent JIPMER, Pondicherry, have organised integrated teaching during the 
MBBS course. Occasionally debates/discussions are held on ethical issues. 


The Medical Council of India (MCI) has a code of Medical Ethics. It has also included Medical Ethics 
now in the objectives of medical graduate training programmes. 


Rajiv Gandhi University of Health Sciences (RGUHS) 


The MCI revised the regulations on Graduate Medical Education in 1997. The RGUHS restructured 
the curriculum taking into consideration the changes introduced by the MCI in its revised regula- 
tions. During that process and realising the need to equip the students to analyse ethical problems 
as they arise and deal with them in an acceptable manner, the Rajiv Gandhi University of Health 
Sciences introduced teaching of Medical Ethics in the course curriculum of MBBS. 


OO —<_—_— eT 


A2. OBJECTIVES OF THE WORKSHOP 


1. General 


At the end of the workshop, the participant facult 
help of other faculty members, an effective teaching/learning progr 


student to appreciate the problems and issues in Medical Prac 


y member is able to conceive and organise, with the 
amme to enable the medical 


tice and Health Care and to take 


ethically sound decisions. 


2. Specific 


a) 


Explore the concepts of Medical Ethics relevant to Medical Practice and Health Care in 
the context of the International and Medical Council of India Codes ofMedicalEthics 
and the various International declarations. 

Share information and experiences regarding the teaching/learning of MedicalEthics. 
Reflect on the content, process and method of teaching Ethics during medical education. 
Share information on available educational material on teaching/learning of Medical 
Ethics. 

Explore how the ethos of medical education and health care in the Medical College, 
Teaching Hospitals, and Community Field Practice Areas can be made consistent 
with the ethical principles in today's social milieu. 


Ethics and Law 


Ethics is a science of Virtue and Law belongs to the 
science of Right. Ethic aims at the elevation of man's 
inner life; law seeks the the regulation of his external 
conduct. 


Organied society should not exercise compulsion 


to make man virtuous. Compulsion should be 


confined to the regulation of man's external 
conduct. 


Ethic or morality is a matter of the internal motives 
of the individual. Legality is a matter of action in 
conformity with an external sstandard set by the law. 


3. 


A3. OVERVIEW OF THE WORKSHOP 


The Rajiv Gandhi University of Health Sciences, Karnataka, organised a workshop on '‘Medi- 
cal Ethics in Medical Education’ on March 31st and 1st April, 1999 in Dhanvantari Hall of the 
University. The main objective of the workshop was to explore all aspects of teaching Medical 
Ethics in the medical curriculum (See Section A2) in the context of the ordinance governing 
M.B.B.S. degree programme of the University (1997), which had introduced the teaching of 
Medical Ethics in the curriculum (See Appendix C-4). 


The participants of the workshop included Principals and / or senior staff members from all the 
seventeen medical colleges affiliated to the University in Karnataka State and a large number 
of resource persons interested and involved in ‘Medical Ethics' from different disciplinary per- 
spectives and different health sector experiences, which included Law, Health Management, 
Clinical and Community Medicine, Public Health, Epidemiology, Medical Research, and other 
sectors / disciplines (See Appendix C - 2). 


ETHICS 


The science of Ethics deals with the 


principles and moral consideration affecting 


man's conduct and constitutes his criterion 
of right and wrong. It also sets itself the goal 
of making man virtuous and perfect. 


Some background materials were sent to the participants in advance. These included : 


i) A copy of ordinance governing MBBS degree programme, 1997 of RGUHS; 
ii) The Code of Medical Ethics, Indian Medical Council Act, 1956. 
iii) Objectives of Medical Graduate Training Programme stated by MCI in Regulations 
on Graduate Medical Education, 1997. 
Other materials were distributed at the time of registration and these included : 
i) Medical Ethics in India : Ancient and Modern - | & Il by Dr. C.M. Francis 
ii) Teaching medical ethics : a model by G.D. Ravindran et al, National Medical 
Journal of India, 1997, 10, 288-89 
The inauguration session started at 10.30 a.m. Dr. S.R. Kanakaraj, Registrar of the University 
welcomed the participants and resource persons. Dr. (Mrs). S. Kantha, Vice Chancellor, inau- 
gurated the workshop and highlighted the importance of Medical Ethics and the background 
to its incorporation in the RGUHS curriculum. It was significant that RGUHS was the first 
Medical University in the country to do this. Dr. D.K. Srinivasa, Curriculum Consultant, at 


<<< se 


RGUHS, highlighted the three important objectives of teaching Medical Ethics to medical stu: 


dents, which were: 


To enable medical students to develop the ability to : 


Identify 8 underlying ethical issues and problems 
in medical practice. 

Consider the alternatives under the given 
circumstances and 


Make decisions based on acceptable moral 
concepts and also traditions and practices 


~ RGUHS Ordinance, 1997 


Dr. R.K. Raju, Registrar, Evaluation, then proposed a vote of thanks. 


5. The first Scientific Session began with an inspiring keynote address by Dr. N.R. Madhava 
Menon (Retired Director of National Law School of India University, Bangalore) who spoke on 
Medical Ethics and Health Care Issues and Perspectives (See Section B-1). He highlighted 
three special reasons why Medical education should give special attention to ‘Medical Ethics 
instruction’. These were : 


(i) “Increasingly medical education and delivery of health services 
are passing on to private commercial interests where profit, 
tends to overtake service and public good" 


(ii) “Having spent lots of money to get medical degrees, some 
sections of the graduates seem to be in a hurry to recover their 


investments compromising professional standards and 
discipline " 


(iii) "The socio-political mileu in which doctors are functioning today 
are increasingly subversive of ethical and moral values and 
only a strong personality and professional culture can withstand 
the pulls and pressures inherent in the situation." 


He then spoke on Human Rights, standards in Health Care and the elements for an ethics driven 
regulatory regime. He concluded by suggesting five fundamental principles of ethics based on 


commonsense ‘to govern the sophisticated systems of regulation even in complex and challenging 
Situations resulting out of technological progress’. These were : 


(i) “"Professionals for the People' focus in medical discourses and 
health care" 


(ii) “Respect for autonomy of patient including respect for basic 
human rights " 


(iii) “Principle of beneficience involving duty not to hurt a patient 


should include refraining "from practices such as sexual 
exploitation, financial exploitation and emotional exploitation 
through harmful therapies" 


(iv) "Duty to act ‘fairly’ as a principle of justice in all human 
relationship" 


(v) "Accountability in the doctor - patient relationship" 


This session was chaired by Dr. G.V. Satyavati, Former Director General of Indian Council of 
Medical Research, New Delhi. 


6. | The keynote was followed by a reflection on some Indian perspectives on Health, Health care 
and Medica! Ethics by Dr. K.H. Krishnamurthy. This session was chaired by Prof. S. Joga Rao 
of the National Law School of Indian University, Bangaiore. 


Dr. Krishnamurthy highlighted the fact that Medical Ethics was a strong component of Ayurveda 
in ancient india. Charaka, the Physician and Susruia the Surgeon had described ethical 
principles in their Samhitas drawing from concepts such as ‘Dharma’, 'ashramas' etc. (see 
Section B2) 


"Day and night however, thou mayest be engaged thou shait endeavour all thy 
| heart and soul. Thou shall not desert or injure thy patient even for thy patient 
even for the sake of thy life or thy living. Thou shall not commit adultery even 
| 


in thought. Even so, thou shail not covet other's possessions. Thou shall not 
be a drunkard ora sinful man nor shouldst thou associate with the abeitors of 
crime. Thou shouidst speak words that are gentle, pure and righteous,pleasing, 
worthy, true, wholesome and moderate. thy behaviour must be in consideration 
of time and piace and heedful of past experience. Thou shait act always with a 
view to the acquisition of knowledge and fuliness of equipment. 


Charaka Samhita - Volume Il 


—— 
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TY 5 


7. 


tional and National codes of ethics in Session ay 


ini ted an overview of the Interna- 
the two keynote addresses Dr. DK. Srinivas, presen 3 i 
2a ; He highlighted those related to Medical practice 


including : 


10. 


i. The Hippocratic oath 

ii. The Declaration of Geneva (1948) 

iii, The Oath of Professional Fidelity (later amended in 1968 and 1983) 

iv. The Duties of the Physician in general, to the sick; and to others (1949) 
v. The Code of Medical Ethics of the Indian Medical Council Act (1956). 


ocedures and therapeutics 


He described the challenge of new bio-technology and medical pr ; 
d human genome analysis 


like Assisted Reproductive technologies; Organ transplantation; an 
and gene therapy. 

Finally, he described the widening vision and challenge of ethics beyond the confines of the © 
doctor-patient relationship including issues relating to health policy; health economics, health 
as a human right; distributive justice in health care and allocation of resources; the Health for 
All goal, and bioethical issues in Population Health, Equity and Human Rights.(See Section B- 


4). 


In Session 4 ethical issues related to patient care, public health and medical research were 
highlighted by resource persons. The session was chaired by Dr. D.K. Srinivas. 


Dr. Om Prakash, Head of Department of Medicine from St. Martha's Hospital, Bangalore, 
spoke on Ethical issues related to Patient Care with suitable examples from day to day clinical 
practice. His lucid presentation covered a large number of issues related to ethical medical 
care especially the clinical approach; the art of communication; the role of caring, comforting 
and education; the diagnostic process and the degree of investigation; the cost factor; the role 
of clinical acumen; judicious use of procedures; cost of care and need for care; issues in 
hospitalisation and those involved in advising expensive therapies; life support systems; ad- 
mission decisions; dialogue with patients and relatives; moral dilemmas and their magnitude; 
and newer problems due to evolving tests, biotechnology and therapeutic modalities. He 
particularly stressed the urgent need to help develop culture sensitive and effective communi- 


cation skills in medical students and interns to enhance the practice of ethical care for their 
patents. 


Dr. Thelma Narayan, Coordinator of the Community Health Cell, an Epidemiologist and Public 
Health Policy Consultant then explored the key Ethical issues related to Public Health. She 
highlighted the individual versus community dilemma; the right to health; the challenge of 
distributive justice and equity; the need for priority setting; the dilemma of 'health for some’ 
versus health for all; the commercialisation of health care; the corruption and political interfer- 


ence; the continuing discrimination based on gender, caste or communal factors and the vio- 
lence of the state. 


[Fe ee 
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EVOLUTION OF MODERN BIO ETHICS (BIO MEDICAL ETHICS) 


Nuremberg Code (1948) 
Universal Declaration of Human Rights 
Helsenki Declaration (1964) 


National Commission for the Protection of Human subjects of Biomedical 
and Behavioural Research, USA ( 1979) 


Policy statement on Ethical issues in Biomedical Research on Human Subjects, ICMR, 
India (1980) 


Proposed International Guidelines on Biomedical Research, WHO/CIOMS (1982) 


Ethical guidelines for Epidemological Research - Human Genetics (1990) 

- Human Tissues (1993) 

- Xenotransplantation (1995) 
Ethical guidelines on Biomedical Research involving Human Subjects, 
ICMR, India (1997) 


She then highlighted some indicators of fairness in ethical health care such as universal ac- 
cess; minimising non financial barriers; emphasis on primary care and prevention: public ac- 
countability and democratic decentralisation. She identified some disturbing trends in the 
country like commercialisation of medical education; privatization and glorification of hi-tech 
diagnostics, doctor-drug- producer axis and others which were making health care more un- 
ethical. Finally she highlighted that the RGUHS Ethics curriculum already included some of 
these issues and needed to be discussed with medical students during the course. 


Dr. Vasantha Muthuswamy, Deputy Director General of Indian Council of Medical Research, 
New Delhi, gave a comprehensive overview of the Ethical issues and challenges in 
medical research and the emerging guidelines for research on animals, human subjects, and 
bio ethics. She traced the evolution of ethics and ethical principles over the centuries and 
then highlighted all the codes of ethics for research from Nuremberg Code (1948) till the 
evolving |CMR's ethical guidelines on Biomedical research involving human subjects (1997). 


See box 


She outlined the general principles included by ICMR in its recently evolving guidelines for 


biomedical Research on Human Subjects in India which included (i) Essentiality (ii) 
Voluntariness, informed consent, community agreement (iii) non-exploitation (iv) privacy 
and confidentiality (vi) professional competence (vii) Accountability and transparency (viii) 


\ 


imhiitive ie (ix) Institutional ar ner ( lic domain (xi) 

Public interest and distributive justice (ix) Institutional arrangements (x) Public domai if 7 
* . Annies T ICMR { 25 a! include s sic 

Totality of responsibility (xii) Compliance. The ICMR evolving guidelines aiso include specific 


Tic. 


ao sd quidelines for a) Human Genetics b) Organ transplantation including fetal tis 
principles and guidelines for a) Human Genetics b) Org 


12. 


13. 


14. 


15. 


, dies 
sue transplantation c) Clinical evaluation of Drugs / Diagnostics / Vaccines / Herbal reme 


d) Epidemiological Research e) Assisted Reproductive Technologies. 


She then outlined some of the issues in animal experimentation and research and some a the 
problems of collaborative research especially international collaboration as well as donor driven 


research. (Please see ICMR - 1997-98 guidelines for further details). 


Session five was designed as an interactive group discussion session. The participants were 
divided into five groups and each group was guided by a resource person. The topics were: a) 
Alternative Systems of Medicine; b) Assisted Reproductive Technology; c) Genetics and Medi- 
cal Ethics; d) Organ transplantation and e) Patients Rights. Since, some of these were of 
great significance in the context of recently emerging events and concerns, three resource 
persons made short presentations to the participants before they met in small groups for 


discussion. 


Dr.H.S. Ballal, Director, Manipal institute of Nephrology and Urology, gave 4 short overview of 
the ethical issues in organ transplantation by presenting two recent case studies. He 
emphasised the ethical principles of transplantation including i) no harm to donor, ii) informed 
consent; iii) significant benefit to recipient. He outlined the unethical practices which included 
utilizing a) donor who is unfit; impaired decision making capacity; b) Coercion/blackmail; Cc) 
Commercialization/middlemen. He went on to highlight the issues in living transplant. These 
included i) Altruistic stranger; ii) Grey basket (rewarded gifting); ili) Rampant commercializa- 
tion; iv) Criminal. He listed out four key issues in cadaver transplant: i) brain death; ii) directed 
donation; iii) incentive for donation; iv) who gets the organs? decision. Finally, he touched 
upon four other issues in the context of transplant which included a) donations from minors/ 
mentally retarded; b) donations from prisoners; c) donations from embryo/fetus; d) xenografts. 


Dr. Gomathi Narayan, Professor of Obstetrics and Gynaecology, Kempegowda Institute of 
Medical Sciences, Bangalore, then gave a short summary of a survey she undertook of 50 
internees about the knowledge and attitude to ART and the questions that they raised which 
had important ethical dimensions. (see Appendix C-7) 


Dr. Sayee Rajangam, Professor of Anatomy, St. John's Medical College, shared 16 ethical 


issues in genetic counselling outlined under the four major principles of ethics. These were 
illustrated with examples. 


a) Respect for autonomy: 


i) Genetic testing with difficult follow up choices; ii) Testing of children; iii) Pregnancy 


termination for mild conditions; iv) Sex selection; v) PND (Post Natal Diagnosis) to 
select for an affected individual. 


16. 


17. 


18. 


b) Beneficence and non-maleficence; 


i) Experimental therapy (Gene therapy); ii) PND and its appropriateness. 


c) Privacy and confidentiality 
i) Paternity; ii) Duty versus confidentiality; iii) Wrongful life; iv) Wrongful births. 
d) Justice and Equity 


i) Loss of job opportunity due to genetic disposition; ii) Loss of health insurance; 
iii) Allocation for services and access; iv) conflicts of interest. 


(See Appendix C 7- for further details). 


Following the three presentations, the participants deliberated in five small theme specific 
groups. The group discussions were interactive and interesting and all the participants actively 
participated. Each group was given a set of questions to stimulate the group discussion ( See 
Appendix C-6) The main purpose was to give the participants an experience of identifying the 
ethical issues and dilemmas in different areas of current medical practice or health care. (see 
Appendix C-7) 


In the plenary session, Dr. Sambashiva Rao presented the group reflections on Alternative 
Systems of Medicine, followed by some comments by Dr. Jayaprakash, Member - Central 
Council of Indian Medicine who was the resource person for the group. 


Dr. Sanjiv Lewin reported the ethical dilemmas of Assisted Reproductive Technology and Dr. 
Gomathi provided additional comments as the resource person for the group. 


Then, Dr. O.P. Bhargava presented a report on Genetics and Medical Ethics followed by some 
comments and further clarifications by Dr. Sayee Rajangam - Prof. of Anatomy of St. John's 
Medical College. 


Dr. Chandrashekar presented a report on the ethical dilemmas in Organ transplantation fol- 
lowed by comments and further clarifications by Dr. H.S. Ballal who was resource person for 
that group. (See Appendix C-7) 


Finally, Dr. Medha Rao highlighted the key issues and dilemmas on Patients Rights. 
Dr. C. M. Francis added further comments. (See Appendix C-7) 


The group reports were followed by intense, discussion in which participants raised several 
important questions and resource persons including Dr. Kantha, Dr. C.M. Francis, 
Dr. D.K. Srinivas and Dr. Ravi Narayan provided helpful clarifications and observations. 


While the keynote addresses and the input sessions had provided lot of stimulus for the par- 
ticipants, the enthusiastic participation in the group discussions was proof enough that the 
challenges of understanding the ethical issues and dilemmas was beginning to receive the 


a 


serious consideration it deserved. A key issue that came up again and again during a 
plenary was the need for greater effort to ‘ethicalise' the teaching, patient care and Om y 
care and examination environment in the medical colleges to support the teaching of ethics as 


a curriculum subject. This was a significant concern. 


Day 2 


19. 


20. 


The key theme of the second day was Teaching/learning ethics and after a very concise but 
comprehensive report of the first day by Dr. V.L. Pattankar and Dr. T.K. Nagabhushan, the 
session started by a keynote address by Dr. C. M. Francis, Consultant - CHC, Bangalore on 
Teaching/Learning Medical Ethics in Medical Education (See Section B3) 


His comprehensive overview included Medical Ethics and national goals; some examples of 
Ethics courses form other parts of the world - both graduate and postgraduate; objectives of 
teaching ethics; curricular design and content; methods of teaching and learning ethics, re- 
sources and who will teach and some issues in assessment as well as some obstacles to 
teaching ethics which should be overcome. 


Following the keynote address, the St. John's Medical College Ethics training team then made 
a comprehensive presentation of all facets of Ethics teaching at St. John's. The teaching of 
Ethics was started in 1965 and over the years the contents and teaching style have been 
modified based on feed back and reflection. 


Dr. Prem Pais started by answering six general questions that would be faced by all medical 
college teachers who embark on an Ethics course in the curriculum. These were i) Should and 
can Medical Ethics be taught?; ii) What are the attainable objectives of Medical Ethics teach- 
ing?; iil) Who should teach Medical Ethics?; iv) When and to whom should Medical Ethics 
be taught?; v) How should Medical Ethics be taught?; vi) Evaluation - can it be done for 
Medical Ethics course? He then answered these in the context of the St. John's experience 
(See Section B5). 


Dr. G.D. Ravindran then outlined the stresses and strains faced by a new medical college 
entrant at the beginning of the course and how a few sessions on value orientation would help 
them to understand ethical choices and dilemmas. He then went on to explain the curriculum 
on Value Orientation which was introduced at pre-clinical level at St. John's Medical College 
(See Appendix C-4). He also outlined the the curriculum for UGs and the methods used in- 
cluding the nature of the assessment. He highlighted some of the constraints faced by the 
ethics’ course teachers which included lack of relevant reading material and studies in relation 
to the Indian context, and lack or skewed 'role models’ in the institution. 


OF Sanjiv Lewin enthusiastically presented the interns programme highlighting the issues 
discussed and methods utilized. He stressed from the St. John's experience, the need to 
involve all the departments in the programme. With numerous case studies he brought out the 


dilemmas in ethical teaching as well, The main challenge was to make students sensitive and 
aware of the issues; think for themselves; decide and refer to peer support and guidance 
when required. (See Section BS5 for further details). 


Finally, Fr. Kalam, the Professor of Medical Ethics at St. John's summarised the need for 
making ethics central to medical care and the need to make the ‘ethics curriculum' produce 
doctors who were equipped to make their own ethical decisions in their day to day medical 
care and health care work. (See Section B-5 for details). 


21. After the participants had an opportunity to get more details and clarifications from the St. 
John's team, they broke into groups for the final and most important task for the workshop i.e., 
to evolve an Action plan for implementing RGUHS curriculum on Ethics. 


The groups were made in such a way as to allow for regional level continued interaction 
among them after the workshop: 


BLDEA Bijapur; Al Ameen, Bijapur; MRMC, Gulbarga; VIMS, Bellary; 
JNMC, Belgaum. 


Group I! AIMS, Bellur; Government Medical College, Mysore; JSS-Mysore, St. John's 
Medical College, Bangalore. 


Group Ill BMC; KIMS, Bangalore; AMC, Bangalore; DUMC, Kolar; Siddartha, Tumkur. 


Each group was asked to respond to four questions as a task to arrive at an Action Plan. 
These were i) Who is to do the teaching; ii) When and How and where to teach; iii) How to 
evaluate; iv) Any other issues in teaching of Medical Ethics. 


Each group had resource persons to help in the discussion. Members of the St. John's Medi- 
cal College team were requested to be additional resource persons in each of the three groups. 


After an interactive, participatory and enthusiastic group discussion, three action plans emerged 
which have been integrated in the next section. These were presented at the final plenary 
session at which a small committee was formed to integrate the suggestions and take this 


agenda forward. 
22. The participants were given certificates of participation and the workshop concluded having 


generated a lot of enthusiasm and commitment in the group, to make the new experiment of 
RGUHS of introducing Medical Ethics as a curriculum subject in Medical Education in 


Karnataka, a success. 


——— Oe 


A4. RECOMMENDATIONS AND ACTION PLAN 


The following recommendations were made by the participants during the Workshop. 


] ] iunction with and complements 
hese workshop recommendations must be read in conjunc 
a ‘ nq of Medical Ethics in MBBS. The 


the course contents given in Section V - on Teaching . 
Ordinance of the Rajiv Gandhi University of Health Sciences - 1997 which governs 


MBBS degree programme. 


The Action Plan prepared for implementation of the curriculum in the medical colleges also 


formed part of the recommendations. The plan recommended short term and long term ac- 


tions. 


1. The teaching of Ethics curriculum is the responsibility of all the faculty of the Medical 
College and not just those of one department or the other. The Ethics course will there- 
fore be multi disciplinary, integrated and extend throughout the MBBS course and in- 
cluding the period of internship. 


Z. Who is to teach Medical Ethics? 


A. Short Term Plan 
a. The Principals will meet all HOD's and faculty of their colleges and share the key recom 
mendations of the workshop. 


b. They will select 4-5 members of the faculty who are motivated and interested to teach 
Medical Ethics. Volunteers must be encouraged. This team will form the core team for 
Medical Ethics. The team must include Clinicians. One member must be designated as 
Coordinator. This could be a rotating responsibility. The core team is responsible for 
initiating and organising activities regarding Medical Ethics. 


¢. The institution should have a structure which would consider and help in the ethical 
issues involving medical education, patient care and research. One suggestion is that 
the institution should also appoint a College Ethics Committee (CEC) and a Hospital 
Ethics Committee (HEC) which could include the above team members and others. These 
committees will be responsible for ‘ethical issues' in medical education, patient care and 
research apart from supporting the planning and execution of the Medical Ethics teach 
ing programme. The core team will co-ordinate with the activities of the Medical Educa 
tion Cell and the Postgraduate training and research committee. (See Appendix 8 & 9). 


me wales team will organise meetings and workshops to sensitise all the teachers includ 
ing HOD's to the needs and challenges of Medical Ethics in undergraduate education. 


7 core team medical teachers are to be included in teaching sessions from time to 
ime to enable exposure and the development of interest in teaching Medical Ethics. 


A. 


a. 


The core team may need a few more ‘sensitization’ and ‘methodology’ training before 
initiating the course. The team of St. John's Medical College and other resource per- 
sons identified by the University should plan and offer short courses to support this 
‘teacher training’. Alternatively some could join the distance learning course offered by 
National Law School of India University, Bangalore. 


While the core team will share the main responsibility of teaching they should from time 
to time invite guest speakers and other resource persons from other faculties, Profes- 
sions and disciplines and from ‘Civic Society' to make their courses more interesting and 
stimulating . 


Long term plan 


All teachers should accept the responsibility of teaching and practising Medical Ethics in 
the college and hospital. Medical Ethics should be component of all teaching in the 
Medical College. 


When and How to Teach? 


Short term plan 


The course will be throughout the whole MBBS Course - starting from the pre-clinical 
phase till the end of internship. 


For the present, 40 hours have been recommended during the 4 1/2 year period. Allll 
departments / disciplines will allot 2-4 hours each for medical ethics teaching for this 
integrated course. The details in the three phases follow. 


Preclinical (1st & il term) (6-10 hours) 


Following aspects of course content may be taught during this phase the Introduction to 
Medical Ethics (3.1 of the revised ordinance) and, Definition of Medical Ethics (3.2). 
Value orientation classes as is done in St. John's Medical College may also be included 
(See Appendix C-4). 


Teaching methods may be lecture discussions and discussions with case studies. 
(See Appendix C-3) 


Para clinical and Clinical Phase Il and Ill 
No. of teaching hours - Para Clinical (10) Clinical (20) 


During these phases the course content mentioned in 3.3 to 3.10 may be taken up 
(See Appendix C-5). 
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e - discussions, case studies, role plays, debates, 
linical case presentations can be included in 
patient care could be discussed 


Teaching methods may include lectur 
seminars and quiz. In the last four terms C 
which ethical issues in clinical decision making and 


(See Appendix C-3) 


Inter college competitions, debates, essays and prize examinations could be encour- 


aged to include current ethical dilemmas and issues 


Recommended distribution of Teaching hour in different phases of 
MBBSS Course 


Total Teaching Hour : 40 


Phase | : Preclinical Period - 6 hours. 
2 hours each by Anatomy, Physiology, Biochemistry during the | year. 


Phase II : Paraclinical Period - 6 hours. 
2 hours each from Pharmacology, Pathology and Microbiology. 


Phase III : Community Medicine - 4 hours. 

2 hour each from Opthalmology and ENT = 4 hours. 

2 hours each in two terms from Medicine, Surgery and OBG = 12 hours. 
8 hours from other clinical departments. 


N.B. : The teaching of Medical Jurisprudence by the department of Forensic 
Medicine willl continue as before. 
e) Internship 

Ethical issues should be discussed during the grand rounds in each department. 


Special Ethical case conferences can be introduced at least once a month during the 
internship 


All eal must be encouraged to participate in at least one such special case confer 
ence during the period of internship. 


B. Long term plan 


A 
; a of the faculty become involved in ‘Medical Ethics' teaching, the issues of Medi 
cal Ethics should be discussed routinely as part of all bedside teaching. 
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4. Where to Teach? 


Most of the teaching will be in class rooms and conference halls to begin with but must 


gradually move to all outpatient teaching; inpatient bedside teaching and community based 
teaching (during community / rural / urban postings.) 


5. Evaluation 


All major subjects should have at least one short answer question on Medical Ethics appropri- 
ate for the subject introduced in the University question paper, and a few questions may be 


asked during the viva voce examination €g., basic principle in informed consent, confidential- 
ity, etc. 


6. Recommendations to RGUHS 


a. There is need to have learning resources such as reference books and case studies, AV- 
aids, journals and newsletters to support Medical Ethics teaching in the colleges. RGUHS 
could do this through identification and dissemination of such resources. 


The University could also gradually facilitate the preparation of work books or manuals 
or other teaching aids to facilitate the course. 


b. There is need to support / facilitate sensitization workshops at regional / college levels 
where resource persons identified by the University can sensitize / orient / train teachers 
to support the training programmes. 


C: There is need to constantly monitor the evolving experimentation in Medical Ethics teach- 
ing in different colleges and encourage greater interaction between colleges to learn 
from each others experiences. Exchange of resource persons could be facilitated. 


d. Since this is a special and significant contribution to Medical Education in the country, 
the RGUHS should document the evolving process to evolve a more detailed curriculum 
outline and guidelines and work books that can be used not only in the state but else- 


where as well. 


e. The starting of a correspondence course may be explored to prepare large numbers of 
teachers to develop an interest and skill in the teaching of ethics. 
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SECTION - B : PAPERS PRESENTED DURING THE WORKSHOP 


B1. MEDICAL ETHICS AND HEALTH CARE : ISSUES AND PERSPECTIVES 


Dr. N.R. MADHAVA MENON 


Among others, there are three special reasons why medical education should give special attention 


today to medical ethics instruction more than ever before. These are: 


ery of health services are passing on to pri- 
vate commercial interests where profit tends to overtake service and public good. 


2. Having spent lots of money to get medical degrees, some sections of graduates seem 
to be in a hurry to recover their investments compromising professional standards and 


discipline. 

3. The socio-political milieu in which doctors are functioning today are increasingly sub- 
versive of ethical and moral values and only a strong personality and professional cul- 
ture can withstand the pulls and pressures inherent in the situation. 


4. Increasingly medical education and deliv 


During the debate on extension of Consumer Protection Act to the medical profession, one came 
across arguments in support of excluding the Profession from being subjected to the Act. The 
judiciary, the media and the civil society seem to have been unconvinced of the stand of doctors in 
relation to the issues involved. There is an uneasy truce today not conducive to the promotion of 
trust and professionalism in medical practice. The situation is not happy to either side and the 
profession needs to do everything possible to redeem the status which is being increasingly eroded 
because of the misdeeds of a few black sheep among them. [In this perspective, giving renewed 
importance to ethics instruction in medical education is a small beginning holding out great 
promise if the tasks are well conceived and imaginatively executed. 


What are the popular causes for dissatisfaction against the delivery of health care in India today? 
There are complaints of inadequate care and demand of excessive fees for giving attention. Sec- 
ondly, doctors are charged with recommending unnecessary investigations and prescribing avoid- 
able treatments. Thirdly, there are reports of exploitation of the ignorance of patients and of acting 
in violation of the autonomy of patients. Finally, there are reports of overwhelming emphasis on 
therapeutic medicine to the total exclusion of preventive and social medicine. There is concentra- 
tion of health care services in the urban areas and near total neglect of village and rural areas. 
Given frequent media reports of neglect personnel and hospital staff, the public have started per- 
ceiving doctors as another set of exploiters of the miseries of people. The good work being done by 
an overwhelming section of medical personnel is spoiled by few instances of unethical or sometimes 
criminal behaviour of certain doctors and hospital staff. The disciplining mechanism and peer group 
controls have totally failed to redeem the situation for whatever reasons not very clear to the public. 


je apd napevon of ethics in medical practice? Firstly, it is intended to minimise avoidable mis- 
takes and preventing breach of professional standards. Medical education should impart training to 


ON 


individual practitioners as to how they can attain high ethical standards even in difficult situations. 
The thrust should be to reduce the need for punitive measures and enhance the levels of 


individual and collective accountability without which professions cannot survive with monopoly 
and privileges in any society. 


Human Rights Standards in Health Care 


In modern complex societies constantly engaged in technological improvements and 
commercialisation in every aspect of life, the professions could not remain unaffected. The enor- 
mous strides in modern medicine, diagnostic techniques, surgery and health care systems, have 
raised problems in respect of standards of care, extent of human rights protection and adequacy of 
systems of accountability. Time-tested standards, conventions and practices have been questioned 
in the light of new knowledge and better understanding of health care. The few changes in law were 
felt inadequate to respond to the march of scientific research and its application to medical practice. 
The changes undergone in the definition of ‘death' itself would be sufficient to indicate the dimen- 
sions of the law-medicine interface in the context of modern health care system. The issues which 
surround the determination of when or whether a person is medically and legally dead are full of 
intricate problems relating to ethics, morality and law. Keeping the body ‘functioning’ with a respira- 
tor, pace maker, intravenous feeding, renal dialysis, etc., now invites a variety of legal issues con- 
cerning homicide, negligence claims, insurance claims, transplantation of organs, probate law and 
the like. The developments in artificial insemination and surrogate parenthood raise problems to the 
established law of rape, adultery and legitimacy of offspring besides questions of ethics and moral- 
ity. Amniocentesis and abortion are other medical practices, which have led to a lot of public con- 
cern around basic human rights. Issues in the areas of care of the mentally ill and of those in prisons 
and other custodial institutions pose problems of a different kind. Finally, in the matter of regulating 
the use of drugs and psychotropic substances, a variety of legal issues have come up involving the 
conduct of medical and health personnel. 


The developments in medical research and health care technology have inevitably put the physi- 
cians and hospital staff in difficult situations. Should a terminally ill patient be kept alive indefinitely 
by costly life-sustaining apparatus or medicine when there are no chances of recovery? Should a 
deformed foetus be allowed to be born alive? In the context of the new standards of human rights 
should the doctor make the decision himself in such situations? Can he be guided by the ‘informed 
consent' of the patient alone? What is the position of the ever-changing laws in this regard? What 
is expected of him as a professional bound by the 'Hippocratic Oath'? 


Issues in genetic research and gene therapy are still more complex for available legal tools to 
handle and resolve in a manner socially acceptable and professionally satisfying. Compromises are 
being made on ad hoc basis depending upon perceptions of public good and scientific progress. 
These are difficult and complex questions, which do not have easy answers either in law or in 


morality. 
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The extent to which law should intervene in doctor-patient relationship and resolve disputes through 
adjudication in courts cannot be determined in advance in view of the thes nalnves eid complexities 
of the situation. The issue is of basic human rights and that of professional duties of care. yi 
difficult to subscribe to the view that these are essentially medical issues and should therefore brook 
no interference by persons belonging to other professions or disciplines. Given ing uneven level of 
medical education, the continuing decline of ethical standards, the commercialisation of health cae 
services and the inadequate institutional regulatory framework within the profession and outside, it 
is but natural that the public sometimes over-react even if the aberrations are few and far between. 
Wisdom lies in acknowledging the malaise and responding intelligently and imaginatively so 
that the doctor-patient relationship is not impaired while accountability systems are rein- 


forced. 
Elements of an Ethics-Driven Regulatory Regime 


Regulations are inevitable for any public activity. The issues are who should regulate, how and to 
what extent. In an ethics-led regulatory system the best interests of both the profession and the 
consumers of services are likely to be met. Today, the regulatory model is drifting away from it and 
is assuming the dimensions of a semi-criminalised system with all types of stake holders pulling it in 
different directions. Only a structural re-adjustment and value orientation can put it back on the 
grooves of an ethics-driven model. 


The regulatory regime now in place is largely a legal-cum-bureaucratic model. The traditional 
principles of common law liability is super-imposed with a statutory arrangement of consumer pro- 
tection procedures. If things are allowed to develop under this structure, it is feared, that we will 
soon have escalation in costs of health care and a lot of unnecessary "defensive practice”. Only 
insurance business will be benefiting in the process. Therefore, there should be stronger internal 
regulation through setting of health care standards and training of personne! to conform to the 
professional discipline. Standard setting as a professional role is yet to assume the importance it 
deserves in medical councils and associations. If it is left to the courts to do this task, the result will 


be disastrous. It is here, the teaching institutions have to do a lead role along with medical councils 
and specialised professional associations. 


* How to go about setting standards? 
. What role ethics and morality should play in this regard? 


° How ne the central status and rights of patients get reflected in standard setting pro 
cesses? 


. Where should the law pitch in to set the minimum standards for legal accountability? Where 


should the code of ethics stand in interpreting standards in actual ice? i 
ethical practice? = practice? What is good 


These and related questions require continuous attention of the profession if an ethics-led 
regulatory regime were to replace the punishment-led regulatory regime. 


Would you teach in medical ethics what is prohibited in law or would you encourage the train- 
ees to look at maintenance of high standards as goals for ethical practice? 


Ne 


How does one draw principles of ethical practice? From religion and morals? From conscience and 
reason? From the Constitution and the law? From what prevails in medical practice in other coun- 
tries or the minimum standards set by bodies such as W.H.O. and its Committees? Perhaps from all 
these and more. This is a task which the profession itself has to collectively evolve and constantly 
improve upon if it aims at ethics based regulatory system. This is where education and exchange 
have to play a strategic role in ethical practice. Unfortunately, this is not happening today within the 
profession and the whole process by and large is left to the legislative and judicial processes to 
evolve through responses to problems as they arise. How can medical education depend on such 
_ @ process for training in ethical practice? There are not many role models to emulate. Nor are 
religious inputs adequate to cultivate internal morality among doctors in required proportions. This 
finally leaves each individual to rely on “gut feelings" which are too inadequate for regulatory system 
of any consequence. Often times they give contradictory signals which tend to make individual 
practitioners unable to act with confidence and professionalism. Hence the need for a clear and 
dynamic set of practical guidelines rooted in ethics; law, human rights and balance of conve- 
nience. 


What are the goals in ethical regulation of the profession - Protection of consumer rights? Enhance- 
ment of the status of professionals? Advancing the cause of public interest to provide for competent 
doctors who are accountable for their acts and omissions? Perhaps all these and more are sought 
from ethical practice. 


The basic rights of individuals and their autonomy on their bodies have necessitated the patient- 
doctor relationship to be reassessed in terms of sanctity of contract, understanding of human dignity 
and expectations of professional competence. Much of that relationship originally left to ethics and 
professional training have now assumed the status of legal rights and obligations. Nevertheless as 

a specialised public service, the profession still retains a large body of norms and standards which 
operate at the level of individual behaviour all of which cannot be captured in a set of written laws or 
implied warranties. This is the domain of ethics; the sphere of preventive regulatory regime in health 
care. 


In complex medical decisions there are two sets of issues which doctors have to resolve. The first 
are issues which are of a technical nature which normally medical knowledge and skills should help 
resolve. The second are issues of a moral and ethical nature in which there is scope for variation 
depending upon the value systems and attitudes to life of the person concerned. It is here, the 
Code of Ethics has to assist individual practitioners to make the right decisions for which one has to 
be accountable to the profession, to society and to one's own conscience. This dilemma assumes 
serious proportions where the patient is a minor or a mentally disabled person or when the person is 


in a critical condition. 
Of course, the challenges involved in ethical practice are not unique to the medical profession. Most 


other professions have also drifted away from the element of service to the people which initially 


qualified them as professions and earned for them autonomy, monopoly and special privileges. 
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eviations are easily noticed and reactions are immediate, sometimes 
t ethical conduct. The reported incidents of orga- 
t in hospital (Trivandrum Medical College, 
paralyzing essential services in Gov- 


However, in medical practice, d 
totally disproportionate to the alleged violation 0 
nized assault by doctors on patient undergoing treatmen 


January 1999), repeated strikes by doctors and nursing staff " 
ernment hospitals (Delhi 1998 and 1999) and the alleged theft of human organs from illiterate, poor 


patients who sought help for their ailments did bring the profession as a whole to disrepute: Neither 
the profession nor the society can afford the situation to further deteriorate. The correction has to 
come from within the profession. Governmental action in this regard can only be a temporary 
palliative. In some cases external interventions can be counter-productive and will do more harm 
than good as it was shown in the Trivandrum Medical College episode. The issue needs to be 
discussed at all levels of the profession and proposals for short-term and long-term remedial mea- 
sures should be evolved. The complaint redressal mechanism should be strengthened and stream- 
lined. The arrangement should be transparent and wherever possible, participatory of people from 
other professions if not from the public. There must be effective supervision of the process and 
willingness to correct systems if found wanting in its responses. 


Ethical practice demands long-term institutionalised strategies such as pre-qualification training and 
continuing professional development programmes under rigid standards and procedures. On both 
these fronts, what is available on the ground are far too inadequate. The system of education and 
training particularly in ethics is almost absent in the pre-qualification stage. The philosophy of health 
care in India and the social obligations of practising medicine in half-literate, semi-feudal, poverty- 
stricken environment obtaining in the country have not been instilled on fresh graduates who from 
day one are reluctant to serve in primary health centres, want to become rich quickly and look 
forward to postgraduate qualifications and super-specialities however unnecessary they are to health 
care needs of the people. 


The initiative of the Rajiv Gandhi University of Health Services to strengthen the teaching of 
medical ethics in medical education is therefore to be welcomed. If it succeeds to evolve 
appropriate methods in reviving the people-oriented service focus to medical personnel, it is 
going to be welcomed not only by the profession but by the society as a whole. Clinical 
teaching is the core of medical education; it is at the same time the best possible medium for 
instruction in ethical practice. If professors in medical colleges can also become role mod- 


els of ethical practice, the message is bound to have an impact in the making of future prac- 
titioners. 


To wigs hc one can suggest that a few fundamental principles of ethics based on commonsense 
wiatiic ~ govern the sophisticated systems of regulation even in complex and challenging situa- 
tions resulting out of technological progress. These may be summarised as follows: 


1. _ First of all, a professional has to realise that he exists for serving the people in whose 


satisfaction and welfare alone the profession can survive. "Professions for the People" 
must assume the focus in medical discourses and health care. 
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Respect for autonomy of patients involves respect for basic human rights, the mini- 
mum of which are guaranteed to every human being under the Constitution and Interna- 
tional instruments on Human Rights. Unless a sense of human rights is imbibed by the 
practitioner, he js unlikely to appreciate the philosophy of "informed consent" or “con- 
fidentiality" or principies of patient-centred therapy. 


3. Duty to help in protecting life and reducing suffering is part of the Hippocratic tradition. 
The principle of beneficence involves duty not to hurt or refrain from any behaviour 
which would be detrimental to the patient's health and well-being. In concrete situa- 
tions the principle would raise dilemmas particularly when doctors are called upon 
now-a-days not only to respect the sanctity of life, but also the quality of life. He ethical 
imperative of the principie of beneficence in medical practise is to refrain from prac- 
tices such as sexual exploitation, financial exploitation and emotional exploitation 
through harmful therapies. 


4. _A fourth ethicai principle which should inform and illuminate medical practice is the 
duty to act “fairiy". This is the hallmark of a civilised society and the object of ail laws 
and regulations. it is a principle of justice which manifests in human relationships in 
different ways and forms though it is difficuit to define "fairness" for all situations. 


5. The finai ethicai principle which would go into defining doctor-patient relationship is 
one of accountability whereby the earlier principle of justice or fairness is manifested 
whenever transgression occurs. The entire jurisprudence of medical malpractice gives 
instances in diverse situations as to how a functional code of ethics can be constructed 
for promoting ethical practice. 
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B - 2: MEDICAL ETHICS IN INDIAN ETHOS - PROSPECTUS 


AND SCOPE 
Dr. K.H. Krishnamurthy 


h its needs in the science and practice of mod- 


Consideration of ethics and attempts to conform wit Ke 
lly in their irresistible and urgent em- 


ern medicine are historically rather recent phenomena specia 
phasis. These stem from three reasons: 


e and its comprehensiveness that envisages deal- 


lexity of modern medicin . 
| pabati  abite ellings and also social health 


ing with man from simple wound treatment to psychological couns 
(ii) | Increasing public awareness of health care in modern times. 
(iii) The necessities of the modern legal experts who through their legal intervention find it neces- 
sary to guard the dignity of the human being and secure justice for him on all counts. 


However, it is important to realise that the busy practitioner of medicine who endeavours honestly to 
succeed in his specialisation is likely to feel needlessly hemmed in by these ‘unwanted’ busybodies. 
On the other hand both the public and the legal experts feel that the specialist is too arrogant or 
even thoroughly non-cooperative. The only way medical ethics can thrive in such an atmosphere of 
mutual dislike and distrust is to stress that what is needed is not a confrontation but cooperation. 
The 'busybodies' should respect the expertise and the unavoidable hazards the medical experts 
face. The latter should also realise the awesomeness of the problem of managing man's dysfunc- 
tions, specially in their psychological and sociological implications. For, these implications are the 
incontrovertible realities of man's living and are of very great value. 


Man needs ethics. Otherwise, chaos would ensure. Ethics is invariably a consideration of morality 
and the needs to conform to its dictates. Both are wholly human concepts and requirements. Ever 
since man discovered that dharma is what sustains society and the race, the value of ethics and 
morality has arisen and not diminished despite all advances in science and technology. In fact it has 
become more crucial because of these very advances. For, specialists often feel that they have now 
lost their bearings in an ever increasing meticulousness and analysis. A facet that votaries of medi- 
cal ethics have ignored is that of religion and philosophy: religion, not in its sectarian but universal 
sense (though sectarian facets are also important to cope with the variegated realities of human 
society); philosophy in its overviews which constitute ultimate values. Both religion and philosophy 
operate on the value systems they put forth respectively and the pramanas (the parameters) of 


knowledge that they erect. 
This is the general climate for medical ethics. 


The task of medical ethicists would therefore be three-fold: 


(i) To erect firm, realisable goals and legal quideli 
el : 
vital flelde of medicine, law and ieion. 9g ines where needed in the complex but socially 
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(ii) | To devise expert methodologies - for the education of all concerned; and, also enforcement 
and securing justice to the recipients of medical services and 

(iii) To ensure that equal justice is secured for the medical experts also. All are admittedly difficult 
tasks that need to be worked out conceptually as well as in the practical details. Before 
presenting the data for a heuristic model we shall examine how Indian ethos specially as 
developed in Ayurveda offers a radically different perspective, worth pondering. 


An insight from Ayurveda 


Vedic seers had perceived an all pervasive cosmic order. They called it ta. The concept of dharma 
is a reflection of this rta in human dimensions. It is this that sustains a man and his society - 
dharanat dharma iti. Any upsetting anywhere creates a corresponding disorder which, if not cor- 
rected by restoration of dharma, leads to disintegration and chaos. So it is said, “dharmo raksati 
raksitah" - dharma protects one who guards it. In the Indian ethos this was not mere ritualism, much 
less sectarianism. The sweep is always for the entire humanity and eternal validity. It is to translate 
these universalities to mundane lives of men of varied capabilities, developments and tastes that 
many rules and norms have been formulated by our sages and it is these that constitute dharma in 
popular parlance and empirical reality (the relevance of universal values always being kept in the 
background). Indian literature both Sanskrit and regional is replete with illustrations and delinea- 
tions of dharma in all of its opulent variegations and dharma suksmas or subtleties of dharma. 
Whole nuggets of time-tested wisdom can be culled from them for application of ethics in many 
fields of modern sociology, medicine, administration, management and the like, as for example, in 
the field of business administration. Indian ethos does not recognise a mere knower of these prin- 
ciples and niceties as dharmavan; “Acaro dharma laksanah". The characteristic of dharma is that it 
can be put into actual practice; it is neither thinking about it, vicDra, nor propagating it all over, 
pracara. 


The very origin of Ayurveda was ethical. Caraka points out that the great sages of those times 
gathered on the slopes of the Himalayas mainly because they were deeply concerned that impedi- 
ments in the form of various diseases had come up in the society to hinder man in his pursuit of 
dharma and also to rob from him the very splendour of living. Ayurveda and its developments were 
the answer. The concern of our sages however was more with an individual on the sound principle 
that if every individual takes to a dharmic life, a society of such individuals is bound to be suffused 
with harmony and peace - the hallmark of a successful and lasting society. 


Their two concepts are worth considering. It is important to note that these are elaborated upon not 
as a mere digression but as an integral and vital aspect of Caraka samhita. These are: the concepts 
of the four purusarthas or main pursuits of human living and of the four aSramas that everyone 


passes through. 


(1) The concept of Purusartha 


Purusartha literally signifies ‘the meaning of life’. Every person has to have some basic motivation, 
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otherwise his life will be aimless. Caraka dwells much on this and points out its actual clinical i 
most tellingly when he admonishes the physician treating a mental patient that the al step i: fo) 
find out whatever mental resources the latter still has and encourage him to engage himself mn 
some specific purusartha or the other as he likes. This alone would give a miganingiiners to his 
living, otherwise he is sure to degenerate to a mere vegetative inanity which ‘i bi living at all. es: 
purusarthas or aims considered broadly are: pursuit of dharma i.e., conformity with me Foguates 
of moral order and sustenance, artha i.e., striving for material wealth and economic prosperity; 
kama i.e., fulfilling one's personal desires and predilections; and moksha, securing freedom ian 
bonds of achievements and merging oneself with the Divinity. One must follow these purusarthas In 
the given order. Thus one's first concern should be dharma without which a collapse is bound to 
ensue, specially if the middle two, artha and kama alone are made the motivations per se. 


(2) The concept of asramas, i.e., resting places in the march of one's ayu, (the span of life), also 
has its modern relevance though difficult to follow in modern times, unlike purusartha. There are 
four aSramas in chronological order as: brahmacarya, life of celibacy; garhasthya, life of a house- 
holder; sanyasa, life of renunciation and vanaprastha, a recource to living in the forest. Our litera- 
ture is eloquent in extolling the merits of all these, though we touch here only a few salient points. 
Brahmacarya is brahmavat carya viz., living in conformity with the highest Reality of oneself, that is, 
conducting one's life as if he is in conformity with Brahman, the Supreme, and is thus most highly 
commended. However in common parlance this is the first stage in life when a person is wholly 
immersed in studies to reach excellence in any field he chooses, with all the concentration de- 
manded. Here he also prepares for the next stage of a garhasthya, the crucial factor in society. For, 
the entire society depends on this. Here the adult man with his family takes up all the responsibility 
expected from him - individual, familial and societal. It is here that the pursuits of artha and kama 
become pivotal which is why he is advised to pursue these to his fill but within the bounds of dharma. 
Our texts never tire of singing the praise of a householder and the concept of family. They have 
recognised the biological need of a family and given this institution all the sanctions of law and 
religion to keep its bonds harmonious, unshakable and glorious. Sanyasa or renunciation is the 
stage when the person leaves everything. Our sages never considered sanyasa as the goal of the 
entire society; it was meant only for a few whose sense of detachment was complete. The 
Bhagavadgi ta speaks of an undercurrent of the spirit of renunciation to a householder, a warrior 
anda prevsnic man. It was taught in a battlefield and for a hero who was shaken to his very roots as 
we ee the sls of the ghastly war which he was about to commence. He was advised to do 
this as his duty with a sense of detachment. Vanaprastha is a stage when a house-holder after 


performing all his duties and knowing fully well the transitoriness of things mundane, removes him- 
self to living in the forest to end his life voluntarily. 


The hold these great ideas have had in shaping the life in India down the ages has been noteworth 

Their great humanistic values are relevant even now with a far greater potentiality for the future 2 
the whole society. Even a mere honest appreciation of them is sure to terminate boredom and 
tension - the two recurring banes of modern society almost everywhere - and promote co-operation 


ee 


in place of competition and constructivism instead of destructivism. Man's living will then be a song 
of thanksgiving to the Eternal Divinity in his own transitoriness. 


It is on such trends in recent times that a new vision of health and human living is emerging. Holistic 
medicine, spiritual dimension of health, global concepts on managing our ecological resources, 
ecological balancing and self sustainability, bioethics, medical ethics and the like are all concepts 
and terms that reflect this tendency in several facets. However it must be remembered that even 
though these approaches seem modern or even ultra modern, they are but the modernistic coining 
of the ancient concept of dharma in its varied present day applications. For any sustenance and 
promotion of human society, conformity to human values and spiritual needs is primary. The Caraka 
samhita starts with an aphorism, "sattvamatma Sariram ca trayametat tri dandavat' - mind, soul and 
body are the three pillars of life; the world rests on a combination of them - neglecting any of them 
would be inimical and disastrous. 


Quite a few other basic concepts of Ayurveda have ethical implications that can be developed to suit 
our needs. Some illustrations are: 


(i) etiology of all diseases is willful transgression, prajn~a+para+dha; 


(ii) the depiction of the three predilections of man's mind: sattva, the most desirable, the 
kalyanabhinivesah, intending to find the good everywhere; rajas, an angular positivism; and 
tamas, downright negativism; 


(iii) the ethicalities, the merits and the demerits of the catuspada of medication; the patient, the 
nursing staff, the medicine and the physician; 

(iv) sadvrtta varnana, description of a good living meant for the individual ranging from his private 
life to civic responsibilities; and, 

(v) the natures and the means of mind and mental health. Here health care experts of modern 
medicine have much to learn from Ayurveda. 


The tasks of the medical ethicists 
Since ethics is essentially a subject of law, it has to have the following three categories of contents: 


(a) principles on which its several laws, codes of conduct and rules for compliances to them as 
well as guidelines for the legal experts in the complex issues involved for getting justice done, 
securing redresses, and awarding punishments - notional, exemplary and deterrent have to 


be framed; 

(b) the actual formulation of these laws, codes, rules, argument regimens, scale and modes of 
punishment etc., by the experts concerned - legal, social activists and the medical profession- 
als and 

(c) measures for educating the experts and creating public awareness. Any and every aspect of 
the practice of medicine that borders on these scopes is germane to medical ethics. A vast 
literature on medicine and law exists already though every ethicist feels that there is a lot more 
to be done. "The underlying problem however is a question of professional ethics and ac- 


countability; a question of human rights and social justice". 
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To do justice to this, medical ethicists may find help in categorising thin 


A rough sketch for these steps in medical ethics may now be outli 


(1) 


(2) 


(3) 
(4) 
(5) 


gs as follows. 
ned. 


Fix the professional men who are to be involved: medical Apres legal experts, social activ- 
ists, legislators, public figures and academicians. Identify the specific individuals and secure 
their active collaboration. For, the tasks are complex, multifaceted and also growing. They 
cannot be done by any single individual and the willing co-operation of the general public is 


also needed. 


Identify the aspects of health-ca 
the national and the local needs. 


re where ethical issues are involved and make priorities as per 
Even a random listing of such issues is staggering: counsellings 
for health measures and also marriage; citizen's right to health; medical malpractices; social, 
medical and legal concerns of specific medical measures - abortion, AIDS and the care of its 
patients, human organ transplantation, D.N.A. testing, euthanasia, genetic engineering (of 
these the first three are of great urgency in our country and the latter three of immediate 
relevance in advanced countries); care of the aged; animal and human experimentation; breach 
of medical confidentiality; biomedical technology and law; unethical exploitation of indigenous 
systems of medicine (e.g. patenting now of India's well known medicinal plants, time tested 
and of proven value for thousands of years); patenting of human blood plasma of the tribals of 
the undeveloped countries; disposal of medical waste in the hospitals etc. 

Create fresh projects of limited objectives in selected areas for expert time-bound execution 
so as to secure the necessary feedback as corrective and prospective measures. 

Create competent literature preferably in regional languages to secure public involvement and 
co-operation keeping all the while the compunctions, wisdom and realities of Indian ethos. 
Derive whatever assistance from ancient wisdomas reflected in the relevant literature, Ayurvedic 
and others, and also traditional practices. 


This roughly sketches the full scope of medical ethics. 


A heuristic model for studies in medical ethics 


Fig.1 presents a heuristic model for the overall facets for research and studies in medical ethics. 
Tnis however is but an illustrative and not an exhaustive presentation. Its value lies in depicting the 
relative orientation in importance and scope of a few of the overviews. This is an activity that has to 
be carried out within a specifiable time framework ranging in the form of an upwardly narrowing 
pyramid of 5 levels, every level having only 3 compartments to reduce the complexity of the figure. 
The details are: 


Level I: 


Development of new ideas on the imminence of medical ethics in the areas of 


(i) 
(ii) 
(iii) 


procuring quality health care as the society demands, 
securing full patient satisfaction, the ultimate objective of all medical services and 


enabling the medical professionals to offer their best experti 
sias ertise 
of the ethicalities involved. P by proper and informed knowhow 


ee 


Level Il: 


Priority-wise identification of the ethical issues involved (as per Indian conditions). 
Areas: 


(i) | Organ transplantation Act of Parliament and its amendments by the States; 


(ii) | Consumer Protection Act and its relevance and limitation in the medical profession, 
(iii) Mental health in all its dimensions (this area can derive 


\ very significant inputs from Ayurvedic 
literature as well as our ancient technical classics). 


Level Ill: 
Commencement of activities selectively. Areas: 


(i) | Creating awareness of the need and scope of mutual education among the experts involved: 
health policy makers, administrators and the medical professionals 


(ii) | Promoting human care of the patient (compare the disease and target-oriented nature ‘of 
modern medical professionals and the patient-oriented guidance that Ayurveda insists upon). 


(iii) | Preparing competent documents of medicine and law viz., rules, codes of conduct, deterrent 
measures etc. 


Level IV: 


Evolving suitable recommendations to 


(i) The government 
(ii) The medical professionals and 
(iii) Public awareness. 


Level V: 


Creating competent general literature in 


(i) | English, for the professionals 
(ii) | Hindi, the national language and 
(iii) The regional languages. 
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Time levels Contents 


Fig 1 A heuristic model for studies and investigations in medical ethics 
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B 3. MEDICAL ETHICS : TEACHING / LEARNING 


- Dr. C.M. Francis 


A doctor has to face moral and ethical dilemmas all the time. He or she must be prepared to face 


these problems, just as he/she is prepared to face the clinical or health problems. Then only can the 
doctor take appropriate decisions. 


Medical ethics was an important part of medical education in India in ancient days, as can be seen 
from Atreya Anushasana, Charaka Samhita, Shushruta Samhita, Ashtanga Hridaya of Vaghbhata 
and other treatises. But these were lost sight of. 


Very little teaching/learning in medical ethics is taking place in our country today. Barring a few 
exceptions, (eg., St. John's Medical College) no conscious teaching/learning occurs in our medical 
colleges in medical and bio-ethics. This is so in spite of the Medical Council of India including it in 
the objectives of medical graduate training programme. 


National goals: 


(1) (2): Become exemplary citizen by observation of medical ethics and fulfilling social and profes- 
sional obligations, so as to respond to national aspirations". 


Rajiv Gandhi University of Health Sciences (RGUHS) has taken the right step to include it in the 
curriculum. RGUHS has recommended that "teaching of medical ethics be introduced in phase | 
and continued throughout the course including the internship period". | understand that other Uni- 
versities in India are planning to follow the path being blazed by RGUHS. 


There is a little bit of teaching under Forensic Medicine / Medical Jurisprudence. It is more in the 
nature of interaction between law and medicine and not really ethics. There is also the subcon- 
scious learning of ethics while dealing with clinical medicine. Some medical colleges have occa- 
sional debates and discussions on ethics issues. When dealing with the health situation in the 
country, some ethical issues arise. 


A great deal of ethics can be caught by observing the teachers. Teachers have a great responsibility 
to be role models. The ethos of the institution also must be ethical. But these must be supple- 


mented by good teaching using a variety of effective methods. 


Doctors all over the world have been conscious that they received very little training in dealing with 


ethical issues. There has been feeling of incompetence when faced with such issues in the practice 


of medicine. But efforts are being made to overcome this deficiency. 


Teaching / learning medical ethics is a required part of the curriculum in all medical schools in USA. 
It is so in many other countries. Australia is one such. Queensland University had a major curricu- 
lum change in 1997 to replace the 6 year course by an integrated, problem-based, 4 year programme 
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medical ethics (Med. Educ., 31(8) : 181-7, 1997). At the Univer- 


sity of Newcastle, ethics Is taught and assessed in each year of the five year curriculum. cipal 
General Medical Council, U.K., has reworked the curriculum including Medical Ethics. In Tomorrow's 
Doctors, the General Medical Council has brought in Medical Ethics as a core component of the 
curriculum. All medical students must acquire knowledge and understanding of ethical and legal 
issues relevant to the practice of medicine and be able "to understand and analyse ethical problems 
so as to enable patients, their families, society and the doctor to have proper regard to such prob- 
lems in reaching decisions". It has analysed the resources needed and available for the teaching of 
medical ethics. The University of Utrecht, Netherlands, has the subject introduced during the sec- 


and it includes teaching / learning 


ond year of medical studies. 
Specialisation 


interest in Medical Ethics has been increasing by leaps and bounds in recent years. The literature 
and knowledge on medical ethics has been expanding so much that it is becoming a subject of 
specialisation. Postgraduate certificate, diploma and degree courses are being conducted by medi- 
cal schools and universities. The School of Health Sciences, Liverpool University, UK, conducts an 
M.Sc course in the Ethics of Health Care. It has course modules in: 


Introduction to Moral Theory, | and Il, 
Dilemmas in Health Work, | and Il, 


Introduction to Medical Law, | and II 
Optional 


Ethical issues in Medical Technology, | and II 
Women, Ethics and Health Care, | and Il 
Ethics in Primary Care 

Ethics in Community Care 

Psychiatry, Mind and Ethics, | and II 
Research Methodology and Ethics 
Consumerism and Health 

Ethics of Health Promotion. 


Objectives of teaching / learning medical ethics 
The major objectives are : 


to identify the ethical issues in health and medical practice; 

to increase the ethical sensitivity of medical students: 

to increase the knowledge of relevant standards and codes of conduct: 
to improve the students’ ethical judgements and decision-making; ae 
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5. to enhance the students’ ability to live u 


Pp to the highest ethi , 
patients, their families and the society, ) ical values when dealing with the 


Curricular design 


: 


The curriculum for teaching and learning medical ethics should be desi 


gned to achieve the objec- 
tives. 


Content 


The students must be enabled to learn the principles of medical and bio-ethics. The classical prin- 
ciples of medical ethics dealt with the doctor patient relationships: 


° Beneficence (good of the patient) 

° Non-maleficence (doing no harm) 

° Autonomy (patients’ rights) 

° Justice (distributive; social) 

Medical ethics originally dealt with the conduct between doctor and patient. Regulation of conduct 
between physician and physician and physician and the profession were then included. But these 
have been expanded. The subject now includes medical and bio-ethics. Bio-ethics includes the 
study of ethical, social and environmental issues raised by advances in the science and technology 
in medicine and biology and practise medicine accordingly. 


a. Physician - patient relationship 


- Beneficence 

- Non-maleficence 

- Autonomy; Patient's rights 
- Informed consent 

- Confidentiality 


- Malpractice; negligence 
2. Medicine and Society 


- Right to health 
- Health policy 
- Allocation of resources 


- Justice 
- Equity 


- Quality 
- Gender; children; aged ye 7 4» ate inal 
- Poor; disadvantaged. \N LO WEALTH C 


3. Ethical problems at beginning and end of life 


- Right to life 

- — Abortion; foeticide; infanticide 

- Assisted reproductive technologies 

- Severely deformed child 

- Genetics 

- Human genome; genetic engineering; cloning 
- Care of the terminally ill 

- Death and dying 

- Euthanasia; the living will 


- Suicide. 
4. Special concerns 


- Human and animal research 

- Organ transplantation 

- HIV/AIDS; emerging / re-emerging diseases 

- Rational use of drugs; ethical promotion of drugs 
- Medical ethics and law 

- Alternative systems of medicine. 


General Medical Council, U.K. 


The General Medical Council, UK, which regulates medical education, has worked out a core cur- 
riculum for medical ethics and law. This consists of 


ie Informed consent and refusal of treatment 


e Respect for autonomy 
e Adequate information 
e Treatment without consent 


¢ Competence, battery, negligence 
2.  Truthfulness, trust and good communication 


¢ Building trust 


¢ Honesty; Values in clinical practice 
¢ Communication skills. 


cana Rs 


3. Confidentiality 


e Privacy 


° Compulsory/discretionary disclosure 
* Public vs. private interest 


4, Medical research 


* Regulation of medical research 


- patients, volunteers, animals. 
5. Human reproduction 


¢ Embryo; foetus 
¢ Assisted conception 
e¢ Abortion 


¢ Prenatal screening 
6. Genetics 


¢ Treating the abnormal vs. treating the normal 
¢ Genetic therapy and research 


Z. Children 


e Age to consent to treatment 
¢ Parental/Child/Clinician conflict 


8. Mental disorders and disabilities 


® Detention and treatment without consent 
¢ Conflicts of interests 
- patient, family, community. 


9. Life, death, dying and killing 
¢ Life prolonging treatment 
¢ Life shortening palliatives 
¢ Transplantation 


¢ Death certification 


10. Duties of doctors 


® Public expectation of medicine 
* Teamwork 
- @ GMC and professional regulation 


® Clinical mistakes 
41. Resource allocation 


e "Rationing" 
e Equitable health care 
¢ Needs, utility, efficiency 


12. Rights 


¢ Rights and links with moral and professional duties 
* Concepts of rights, including human rights. 


Methods of teaching / learning 


Charaka has stated that medical wisdom is acquired by three methods (upayani): 


1. | Study (adhyayana), earnest and continuous 


2. Teaching (adhyapana) : imparting lessons concerning life in general medical profession, medical 
ethics and science of medicine. 


3. Academic discussions (tatvidya - sambhasa) with colleagues and fellow students. 


Active learning is given great importance. Specific mention is made of medical ethics among the 
broad divisions to be taught. What are the methods to be employed today? 


° Small group, problem-based learning 

* Class-room teaching, especially of the larger concepts 
¢ Seminars; debates on specific ethical issues 

* Bed side clinics. Role model 

* Case studies; written vignettes 

* Doctor's stories; patient's stories 

¢ Guest lectures 

* Making ethics pervade the entire curriculum. 


The teaching / learning has to be student and patient centred. There has to be an intimate teacher- 


student-patient relationship. A medical ethics patient forum can facilitate dialogues between health 
care professionals, patients and their families. 
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Bedside clinics, with the clinician demonstrating, 


| by example, how to identify and resolve clinical 
ethical problems, are extremely important. 


: | It increases the value dimensions. The clinician shows 
how to interact with the patients, colleagues, relatives and public. He/she shows respect for the 


rights of patients and human dignity. Ethical role models are very important. Imitation is a potent 


force. An impressionable student picks up much more than just medical knowledge from his/her 
teachers. 


The inter-relationship between Medicine and Society and issues such as Right to Health and Social 
Justice are brought out more easily during the postings in Community Health. 


Resources 


Human, financial and material resources are needed to make learning / teaching of medical ethics 
successful. 


Who will teach? 


° All faculty and particularly clinicians interested in medical ethics. Non-clinical staff can contrib- 
ute a great deal in special areas 


° Ethicists : non-medical sociologists, anthropologists, psychologists and philosophers 
° Hospital ethics committee. 


Materials 


° Library resources: books, journals, audio, video, films 
e Handouts on common ethical issues 

° Sample cases (vignettes) 

° Written syllabus 

e Ethical problems in the hospital and in the community. 


Assessment 


Should there be an assessment? Formative assessment will be very useful in promoting the learn- 
ing process. In UK, two-thirds of the medical schools have an examination in the subject. What 
should be assessed? Among the factors to be assessed will be knowledge, moral reasoning and 
decision-making in taking ethically acceptable options in patient care and in the health of the com- 


munity. 
When should the assessment be made? It should be periodical if the assessment is to help in 
learning. 


How should the assessment be made? Many of the modes of learning can be used in 


assessment. 
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sume that the medical graduate knows of the prin- 


ciples and practice of medical ethics. This can be wrong. The knowledge of and attitude toward 
patient confidentiality of the staff in three family medicine teaching units of McGill University, Canada, 
were surveyed. Only one of nine questions on confidentiality was correctly answered by more than 


80% of the respondents (Academic Medicine, 73: 710-2, 1998). 


Assessment is necessary because we often as 


Obstacles 


There can be many obstacles to the teaching / learning of medical ethics. Among them are: 


° time constraints 
° scheduling difficulties 
° lack of faculty, trained in ethics and motivated to teach ethics 


° attitude of the students 
But these obstacles can be overcome if the will is there. 


Conclusion 


There is greater interest today in learning / teaching medical ethics. This augurs well for the profes- 
sion and practice of medicine. 
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B4 - ETHICAL CODES IN MEDICAL PRACTICE 
AND BIO MEDICAL RESEARCH 


Dr. D.K. Srinivas 
Introduction 


Biomedical Scientific Progress is based on research which atbogie must rest in part on experi- 
mentation involving human subjects. 


In the field of biomedical research a fundamental distinction must be made between medical re- 
search in which the aim is essentially diagnostic or therapeutic for a patient (clinical research) and 
medical research the essential object of which is purely scientific (Non-clinical Biomedical Research) 
without direct diagnostic or therapeutic value to person subject to the research. 


Special caution must be exercised in the conduct of research which may affect the environment and 
welfare of animals used for research must be respected. 


This paper will mainly deal with ethical codes related to medical practice and biomedical research in 
human subjects, and briefly on guidelines for care and use of animals in scientific research. 


Background 


Research on human beings is regulated by international and national codes. After the second 
World War (1939-45), there was concern about the use of human subjects for medical research. 
Nazi Physicians were tried in Nuremberg for cruel experiments on prisoners, mentally retarded 
persons and those held in concentration camps. The first international declaration was the Nuremberg 
Code of 1947. 


In 1964, the International Organisation of Medical Sciences (CIOMS) and the World Medica! asso- 
ciation formulated the Declaration of Helsinki. \t has been reviewed from time to time and modified 
by the World Medical Assembly in 1975, 1983 and 1989. 


in 1966. the International Covenant on Civil and Political Rights specially stated, among other things, 
"no one shall be subjected to without his consent to medical or scientific treatment’. 
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In 1982, the World Health Orga jisation and CIOMS, propo 9sed international guidelines, and in i$ 


the CIOMS issued International ethical guidelines for biomedical Research involving Human sub- 
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and universal principles 


| D- areeh ma in IRC letailed guidelines on re 
, dian Council for Medical Research gave in 1980, detailed guidelines c 
In our country, the Indian Council for Mecica searen ga 


search and experiments in human beings. It is being revised and a modified code known as ICMR 


code would be issued soon. 
ners, we are also bound by Code of Medical Ethics of the Indian 


As registered medical practitio 
f the general principles of ethics apply as well. 


Medical Council Act, 1956, and some oO 


Principles of Ethics 

s is derived from ‘ethos’. It deals with the right conduct. 
it seeks to answer two fundamental actions: (a) 
inction between what is considered as 


Medical Ethics is part of general ethics. Ethic 
it is a level of thinking and reflection prior to action. 
What | ought to do? And (b) How | ought to be? It helps in dist 
right or wrong at a given time in a given place, with the moral consequences of the action. 


It assures members of profession and the public a standard 


Every profession has an ethical code. 
guide. Professionals are 


of professional relationships. The code defines norms and serves as a 
expected to adhere. It is different from legislation. 


A. Respect for Persons 


e Autonomy respecting, Choices & Wishes of competent individuals. 
e Protection of the Vulnerable. 


e Paternalism 
B. Beneficence : Promoting welfare of others 
C. Non maleficence: Avoiding needless risk, if inevitable minimise risk. 
D. Justice: Giving what they are entitled to. Giving according to: need, contribution and efforts. 
E. Utility : Producing the greatest possible balance of value over disvalue. 
F. Fidelity : Principle of Institutional arrangement. Principle of Compliance. 


EG.; Keeping promise with funding agency - All procedures required are complied with 
and all institutional arrangements required to be made are duly made in a bonafide 
manner. Using funds as stipulated. Ensuring research reports, materials and data 
connected with the research are duly preserved and archived. 


Rules of Biomedical ethics 
A.  Veracity 
Telling truth and not deceiving others. 


B. Privacy 


A a 


C. 


Confidentiality 


Protecting information 


D. 


Fidelity 


Keeping promises 


Application of Ethical Principles and Rules to Science. 


A. 
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Respect of Persons 


Eg.: Voluntariness & Informed consent 


The Principle of informed consent and voluntariness are cardinal principles to be 
observed in any research involving human subjects. Freely given informed con 
sent is necessary if the person is a competent adult. However, without any way 
undermining the above, the nature and form of the consent and the evidentiary 
requirements to prove such consent was taken, shall depend upon the degree and 
seriousness of invasiveness into the human subject's person and privacy, health 
and life generally, and, the over all purpose and the importance of research. 


The would be participants may be offered compensation but this should not be disproportion- 
ately so high that they become a factor in the decision-making to participate in research. 


Principle of non exploitation 


Irrespective of social, economic condition or status, or literacy or educational levels attained 
by the research subjects, they should be kept fully appraised of all the dangers. 


- Paternalism Vs Right to information & choice: Doctor knows the best. 
- Scientist's freedom of inquiry within ethical code. 


Protecting Vulnerable Children 


Do not involve children in experiments. A good indication to judge whether an experiment on 
a child is ethical or not is for the investigator to ask himself the question "would | do this to my 
own child?" (ICMR, 1980). Voluntary informed consent must be obtained from the parents or 
guardian of the child before carrying out the research. 


Pregnant Women 


Avoid research with risk to the foetus, if possible. Remember, that there are two persons 
involved. Research must be carried out with special precautions. 


Nursing mothers 
Avoid research which might affect the breast fed baby. 


Mentally Defective or ill 


A difficult question and has been subject of many controversy. If the patient has intervals 
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all his faculties, then, his consent during such period to be ob- 


when he is in possession of } 
h, otherwise from parents or guardians. 


tained before including for proposed researc 


F. Subordinate persons 


Medical students, nursing students and health professionals, prisoners must be given careful 


attention. They may not be able to say ‘no’ to the request. 


G. Beneficence / Non maleficence. 


Eg.. - Protecting public from undue harm secondary to clinical application of poorly de 
signed &/or frankly fraudulent research 


- Protecting the research subject from undue harm. 


H. Justice 


Eg.: | Ensuring those participated will have equal access to service/product, drug/screen 


ing. 
Ethical Review Committee 


The Indian Council for Medical Research has recommended that clinical research on normal volun- 
teers or patients, whether for therapeutic, non therapeutic or diagnostic purposes should be under- 
taken only after an ethical committee of the concerned institute or college has carefully assessed 
and cleared the research project. This has been endorsed by Rajiv Gandhi University of Health 
Sciences. A circular was issued by the University urging the colleges to form an ethical committee 
in 1997. 


The ethical committee should consist of appropriate representation of experienced clinicians, an 
expert on drugs and one or two non medical persons (like lawyers or judges or members of public). 
The committee should consist of 5-7 members and must be independent to take decisions. It should 
meet at least once in 3 months. 


Laboratory Animal Ethics 


Experiments conducted on animals should be rational, should not cause undue pain or suffering to 
the animals and only minimum number should be used. The scientists working with laboratory 
animals must have ethical considerations for animals they are dealing with. It is important that such 
considerations are taken care at individual, institutional and national level. 


The scientists and technicians handling animals should possess adequate skill to perform the ex- 
periment. Animals should be maintained under standard conditions. All invasive experiments should 
‘be conducted with care and under proper anaesthesia and on termination of experiment, the animal 
should be humanely sacrificed under anaesthesia. Whenever possible, in-vitro eyetane can be 
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used to reduce/replace animals in experimentation. 


For more details one may refer to 


"Guidelines for care and use of animals in scientific research" 
published by Indian National Scien 


ce Academy, (INSA), Bahadhur Shah Zafar Marg, New Delhi. 
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B5 - THE ST. JOHN'S MEDICAL COLLEGE ETHICS COURSE” 
TEACHING MEDICAL ETHICS™ 


Medical Ethics should be an important part of a under-graduate medical curriculum. It should not be 
left to a "laissez-faire" process of osmosis from teacher to students. St. John's Medical College, 
Bangalore, was established in 1963. It is the only catholic medical college in the country and has a 


60 undergraduate student intake per year. 


Why does St. John's teach Medical Ethics? 


Since 1963, St. John's has had a Department of Medical Ethics which has grown to include a 
professor of Medical Ethics, Clergy and Medical faculty. Apart from regular medical ethics teaching, 
St. John's also has a value paper as a part of its All India entrance examination. The reason for the 
value paper is an attempt to screen for appropriate human values which would make a ‘good’ hu- 
man doctor. In addition, a further analysis of these values occurs during the vigorous four day 
interviews and discussions before admittance to the undergraduate course. This entrance proce- 
dure and medical ethics teaching is to fulfil two of the objectives set by St. John's for their under- 
graduate training program. The first objective is that graduates are trained and oriented towards 
health care in a rural and underserved area. The second objective requires the training to assist 
students acquire an exemplary steadfastness to principles and moral values; to a life of honesty and 
integrity; and also to develop respect for human life from time of inception to its end. 


What does this teaching of medical ethics hope to achieve? 


The team at St. John's is clear that they can neither create a person of sound moral character nor 
indoctrinate a person. The stress is on sensitizing the students to examine and affirm personal 
values and recognize ethical aspects of the medical profession. There is also an attempt to impart 
moral, social and legal knowledge, and, teach skills of clinical analysis enabling the utilization of this 
in decision making. This teaching is directed towards producing a young doctor with all human 
values of a ‘good’ doctor. 


Who teaches ethics in St. John's? 


St. John's has a Pastoral Care Department, a Hospital Ethics Committee, Research Ethics Commit- 
tee and a Department of Clinical Ethics. The Pastoral Care Department takes care of the spiritual 
needs of all staff and patients in the hospital. The Hospital Ethics Committee comprises the Medical 
Superintendent, HospitalAdministrator and three other faculty including members of the Medical 
Ethics team. They decide on ethical issues referred to them by clinical teams. The Research Ethics 
committee studies and gives ethical clearance to all research conducted in the institute. 
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*Dr. Prem Pais, Dr. Sanjiv Lewin, Dr. Fr. Kalam, Dr. G.D. Ravindran. 


** This is a compilation of all the four short presentations by the St ' : 
grated into one article. ¥ . John's Medical College Ethics Course team - inte- 
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Teaching of medical ethics is by members of the Department of Clinical Ethics headed by the Pro- 
fessor of Medical Ethics, who is trained in Psychology and religious studies. Other members include 


members of the clergy and medical faculty members interested in teaching ethics. Together they 
form the core teams. 


In the pre-clinical years, value classes are conducted by student counsellors, pastoral care mem- 
bers and medical faculty. During the clinical years, clinical ethics is taught by the professor of Ethics 
and medical faculty of the core team. As interns, the medical faculty of the core team involve other 
medical faculty, lawyers, social activists and lay persons in conducting ethical case discussions. 
The approach is multidisciplinary and reveals the relevance of clinical ethics in clinical medicine. 


Table | 


TOPICS FOR VALUE IN THE PRE-CLINICAL YEARS 


Adjustment 

Knowing myself 

My religious beliefs 

My value system 

Concern for the needy 

The Need for each other 
Sharing 

Meaning to life 

Character and Temperament 
Love 


When does St. John's teach Medical Ethics? 


There is a conscious effort to inculcate ethical values throughout the undergraduate training ge 
gram. A dress code and strict attendance is adhered to throughout the course. scsi cece 
tions are strictly marked and internship includes a three months residential rural posting. Sensitiza- 
tion to rural needs is stressed upon through the two Rural Orientation programs bali) fh all care 
one during the first year and the second, halfway through the course. aeors the Lies ahadtlc 
years, value classes are held. Formal clinical ethics classes are held during the third year (fifth 


semester) and fourth year (seventh semester). 


Formal undergraduate medical ethics teaching involves 40 hours of zl This oreuere me two 
Rural Orientation Programs and the bimonthly Hospital conferences on Ethics during Internship. 
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Table Il 


CURRICULUM ON MEDICAL ETHICS FOR UNDERGRADUATES 


¢ Introduction to Medical ethics 
* Definition on medical ethics 

¢ Approaches to medical ethics 
e Perspectives to medical ethics 
¢ Ethics and the Individual 

° The ethics of human life 

° The family and the society in medical ethics 
e Death and dying 

e Professional ethics 

¢ Research ethics 

e Ethical work-up of cases 

Special situations in Christian bioethics. 


What methods of teaching are used in St. John's? 


Lectures 

Group Discussions 

Role plays 

Video Cassettes Pre-clinical/Clinical phase 
Case studies 

In addition, 


Case presentations/Discussions 


Debates 


Role Plays - Internship 


Role Plays: 


Appropriate ee for example, Resource Allocation, Ethics are discussed using students playing 
— of a hospital Beven awn, super-specialist, primary physician and patient. Each player gives 
is peeeene for decisions taken regarding resources allocation. Students are then sensitized to 
ethical issues pertinent to the topic. 
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Intern Case Presentation 


The weekly hospital clinical conferences are chosen for the internship clinical ethics teaching pro- 
gram. Once in two months, an intern presents an actual hospital case with an ethical conflict. He or 
she presents to the audience the ethical issues in conflict, solves the dilemma or atleast raises 
issues. A faculty member makes a brief presentation on one major ethical issue being discussed. 


The interns in the audience are encouraged to actively participate in discussion and arguments for 


and against various options to solve the conflict. A faculty member from the core group then gives 
the conclusive comments to end the hour of discussion. Thought-provoking posters are displayed 
all over the campus before the meeting to arouse interest. 


Table iil 
TOPICS FOR THE CLINICAL ETHICS MEETING FOR INTERNS 


Ethical work up of a case 
Truth and Confidentiality 
Ethics at the beginning of life 


Ethics at the end of life 
Resource allocation 
Transplant ethics 
Pharmaceutical ethics 
Doctor-patient relationship 
Doctor-doctor relationship 


Debates 


When contemporary issues arise, they are used to debate ethical issues. Topics used for such 
debates between interns guided by faculty, included in the past: genetic cloning, abortions, eutha- 
nasia, liver transplants and kidney sales. 


How is this teaching evaluated? 


At the end of the seventh term, an examination, which includes an essay and a situation analysis, is 
held. The best essay is awarded a college prize in clinical ethics on Graduation Day. The interns log 
book contains essential skills to be completed through the course. Included in this log book is 
essential ethical skills and also the need for 50% attendance at Interns ethical conferences before 


an internship completion certificate is awarded. 


Problem encountered 


systematic collection of Indian court rulings involving medical issues. There is 
application of Indian philosophical thought to problems of medical ethics. 
kewed role models and the difficulty in sustaining an interest among 


There is a lack of a 
also little available on the 
There also exist problems of s 


staff and students in attending / participating in medical ethics programs. 
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The future: 

e course. More faculty members need to be involved. The teaching 
process has to move from the classroom to the bedside. The incorporation of faculty workshops, 
journal clubs for interns and bedside teaching for clinical students is the need. Medical Ethics need 
to become an integral part of all disciplines in the undergraduate course. The integration should be 
in the teaching, practice and evaluation of the undergraduate medical discipline. 


There is work to do to improve th 
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TEACHING MEDICAL ETHICS — A REFLECTION * 


When | was invited to teach medical ethics at St. John's Medical College, Bangalore, in 1985, | 
made only one condition for the acceptance of the invitation : "I should be allowed to teach 
medical ethics, and not religious medical ethics". 


It is true that right from the beginning of St.John's, medical ethics was taught there. It was, 
however, Catholic medical ethics. The text book used was a text book of medical ethics. 
Conclusions were often derived from the statements and teachings of the Popes. | thought that 
it was highly un ethical to impose the specific views of one's own religion on others. 


The medical ethics | have been teaching at St. John's can be described as “numan" medical 
ethics. It is certain that nothing that is human is foreign to any religion. 


Human medical ethics is at the same time "Secular" ethics - 'secular' in the Indian sense of the 
word - respecting all religions alike. 


| also believe that "every medical decision at the same time should be an ethical decision". When 
a doctor comes face to face with a patient, he/she asks only one question : "What is right and 
good for this patient here and now". When you ask questions about what is right and good, you 
are squarely and thoroughly in the area of ethics. Medical science helps one to decide what is 
right and good for the patient. Therefore,medical ethics must be brought back to the heart of 
medical profession. Medical ethics must be liberated from the "clutches" of religious leaders. 
Inner disciplinary control should be the source of ethical practice. 


One of the successes of St. John's experiment is that today it is discussed and being taught and 
evolved by doctors at large. Subsequently, a lot of conscientization has taken place among the 
medical professionals. 


Another emphasis in our teaching medical ethics at St. John's is that, it insists on evolving an 
autonomous ethics as opposed to heteronomous ethics. In ethics, values are imparted. Values 
enrich human life in different ways. When a person grasps the relationship between a value and 
his/her own self-realisation, happiness, the value becomes, autonomous. When a person accepts 
a value only because of what others say that value will evaporate into thin air when those persons, 
on whose authority the person accepted the values, become unimportant. 


So the line of argument in teaching ethical values in medicine at St. John's is not whether something 
is allowed or prohibited any where - in the Bible, Gita or Koran. What is asked is : "How does 
something affect your life as a person - as a person in interaction with other persons and the 


environment". 


When students see that there is something at stake for them in the issue under discussion, they 
tend to be interested in it. Autonomous ethics tends to last longer under any weather in life. 


The ethics taught at St. John's is more interested in enabling the medicos ask the correct questions 
rather than in giving them the correct answer. 


* Dr. Fr. Kalam, CMI, Professor of Medical Ethics, St. John's Medical College, Bangalore. 
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SECTION C: APPENDICES 


APPENDIX - C-1 


RAJIV GANDHI UNIVERSITY OF HEALTH SCIENCES, KARNATAKA, BANGALORE. 


Workshop on Medical Ethics in Medical Education 
PROGRAMME 


31-03-1999 (Wednesday) 


Dr. (Mrs. S.Kantha, 
Vice Chancellor, RGUHS, 
Bangalore. 


10-15 a.m Session 1 Inauguration 


Introductions 
Workshop objectives Dr. D. K. Srinivasa 


11-00-11-15a.m. Coffee Keynote inputs 


Chairperson : 
Dr. G.V. Satyavati 
Medical Ethics & 
Health Care in India Dr. Madhava Menon 


11-15-—12.30 p.m. Session 2a 


Session 2b Chairperson : 
Dr. S.V. Joga Rao, IU 
Medical Ethics -An 
Indian Perspective Dr. K.H. Krishnamurthy 


Session 3 


12-30 — 1-15 p.m. International Declarations; 
Codes of conduct; Princi- Dr. D. K. Srinivas 


ples of Medical Ethics. 


1-15-2-00p.m. — Lunch 


2-00 —3-30 p.m. Session 4 ___ Ethical issues related to : 


Patient care Dr. Om Prakash 


Public Health & Rights Dr. Thelma Narayan 
to Health Research Dr. Vasantha Muthuswamy 
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3-30 — 3.45 p.m. Tea 


3-45 — 4-45 p.m Session 5 Group Discussion on : Resource Persons 


1. Alternative Systems 
of Medicine 1. Dr. Jayaprakash — Group 1 

2. Assisted Reproductive 2. Dr. Gomathi Narayan 
Technologies — Group 2 

3. Genetics & Medical 3. Dr. Sayee Rajangam 
Ethics — Group 3 

4. Organ transplantation 4. Dr. H.S. Ballal - Group 4 


5. Patients’ rights . Dr. C.M. Francis — Group 5 


4-45 — 5-30 p.m. Session 5 Plenary ; Reports ; 
contd. Discussions Chairperson 


01 - 04 - 1999 (Thursday) 


9-30 - 10-00 a.m. Session6 Summary of previous days' Dr. V.L. Pattankar 
proceedings Dr. T.K. Nagabhushanam 


10-00 -— 11-00 a.m. Session 7  Teaching/Learning Ethics in 
Medical Education : Dr. C. M. Francis 
Problems; opportunities 


11-00-—11-15a.m. Coffee 


11-15-—12-15p.m. Session8 Ethics Teaching Programme Dr. Prem Pias 
in St. Johns' Medical College, Dr. G.D. Ravindran 
Bangalore Dr. Sanji Lewin 

Dr. Fr. Kalam 


12-15-1.15p.m. Session9 Group work on Evolving 
Action Plan for implementing 
RGUHS Syllabus on Ethics — 
Who, When, Where, How ? 


1-15 —2 p.m. Lunch 


-00 - 3- ion 10 Plenary : Group Reports Chairperson : 
2-00 — 3-15 p.m. Sessi See ioe Oe OM Bees 


3-15 + 3-30 p.m. Tea a 
-30 — 4- mM. Session 11 Evolving a consensus, Chairperson : 
ol saedlaadh Recommendations; Wrap-up Dr. (Mrs.) S. Kantha. 
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Appendix C2 


LIST OF PARTICIPANTS 


Resource Persons 


Dr. (Mrs) S. Kantha, 
Vice Chancellor, 
RGUHS , Bangalore 
Karnataka 


2. Dr. D. K. Srinivasa, 
Consultant, Curriculum Development, 
RGUHS, Bangalore, 

Karnataka 


Dr. R. K. Raju, 
Registrar Evaluation, 


Dr. S. R. Kanakaraju, 


Registrar (Aca), 
RGUHS, Bangalore RGUHS, Bangalore, 
Karnataka Karnataka 


Dr. K. H. Krishnamurthy, 
148, 4th Cross, 


. » Dr. Madhava Menon N,R. 


Devi priya, +8 
TC, 17/2166, Sairam Road, Girinagar, 
Poojapura, Bangalore - 560 085. 


Thiruvananthapuram - 695 012 


Dr. Vasantha Muthuswamy, 
Deputy Director General and 

Community Health Cell, Chief Division of Basic Medical Sciences, 
367, ‘Srinivasa Nilaya’ Indian Council for Medical Research, 


Jakkasandra, | Main, . Ansari Nagar, 
| Block, Koramangala, New Delhi - 110 129 
Bangalore - 560 034 


Dr. C. M. Francis, 
Consultant, 


9. Dr. Ravi Narayan, 10. Dr. Om Prakash, 
Consultant, 5/A, Kumarakruppa Road, 
Community Health Cell, High Grounds, 
367, ‘Srinivasa Nilaya’ Bangalore - 560 001 
Jakkasandra, | Main, 

| Block, Koramangala, 

Bangalore - 560 034 


Dr. Thelma Narayanan 12. Dr. S.V. Joga Rao, 
Co-ordinator Additional Professor, 


Community Health Cell, National Law School of India 
367, ‘Srinivasa Nilaya’ University 
Jakkasandra, | Main, Bangalore - 560 072 


| Block, Koramangala, 
Bangalore - 560 034 


Dr. Prem Pais, 


Professor & HOD of Medicine, 14. Fr. Thomas Kalam, 
St. John's Medical College, Professor of Ethics, 
Sarjapur Road, St. John's Medical College, 


Bangalore - 560 034 Bangalore - 560 034 
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Dr. G.D. Ravindran, 16. Dr. Sanjeev Lewin, 
Assistant Professor of Medicine, Assistant Professor of Paediatrics, 
St. John's Medical College, St. John's Medical College, 
Sarjapur Road, Sarjapur Road, 
Bangalore - 560 034 Bangalore - 560 034 


17. Dr. Sathyavathi G.V. Dr. H. Sudharshana Ballal, 


Retd.Director General, ICMR, Director of Manipal Institute of 
Prasada Nilaya, 55, D/82, Nephrology & Urology, 

East End 'B' Main Road, Manipal Hospital, 

9th Block Jayanagar, 98, Rustum Bagh, Airport Road, 


Bangalore - 560 009 Bangalore - 560 017 


Dr. Gomathi Narayan, Dr. Jayaprakash Narayan, 


Professor of OBG, Member, CCIM, 
Kempegowda Institute of Medical Sciences 93, 3rd Cross, First Stage, 
K.R.Road, Dollar Scheme, B.T.M. Layout, 


Bangalore - 560 054 Bangalore - 560 068 


Dr. Sayee Rajangam, 
Professor, 

Division of Human Genetics, 
Department of Anatomy, 
St. John's Medical College, 
Sarjapur Road, 

Bangalore - 560 034 


23. Dr.V.L Pattankar, 


22. Dr. T.M. Chandrashekar, Convenor, 
Principal, Medical Education Unit, 
M. R. Medical College, M.R. Medical College, 


Gulbarga - 585 105 Gulbarga - 585 105 


25. Dr. C.S.Kantharaj, 
Principal, 

Dr. B.R. Ambedkar Medical College, 
Kadugondanahally, 
Bangalore - 560 045 


26. Dr. (Mrs.) M.K. Vasundhara, Dr. B.S. Patil, 


Professor & HOD, Community Principal, 
Medicine, Al-Ameen Medical College, 


Dr. B.R. Ambedkar Medical College, Bijapur - 586 101 


Kadugondahally, 
Bangalore - 560 045 


24. Dr. G. Sambhashiva Rao, 
Professor of Surgery, 
M.R. Medical College, 
Gulburga - 585 105 


29. Dr. O.P Bhargrva, 
Professor of Anatomy, 
JSS Medical College, 
Sri Shivarathreeswara Nagara, 
Mysore - 570 015 


28. Dr. M.G. Shivakumar, 
Principal, 
JS S Medical College, 
Sri Shivaratheeswara Nagara, 
Mysore - 570 015 


31. Dr. S.R. Hegde, 
Professor & HOD of ENT, 


Dr. Tekur Ramanath, 


Principal, . 
Vijayanagara Institute Vijayanagara Institute of Medical Sciences, 
of Medical Sciences, Bellary - 583,104 


Bellary - 583 104 


Dr. Sandhya Rao, 33. Dr. K.M. Srinivasa Gowda, 


V/C Principal, Professor & HOD of Professor & HOD of Pathology, 
Kempegowda Institute of Medical Sciences 


Microbiology, 
M.S. Ramaiah Medical College, K.R. Road , 
M.S.R.I.T. Post, Bangalore 560 004 


Bangalore - 560 054 


Dr. K. Ramdev, 35. Dr. Geetha Avadhani, 
Professor & HOD of Surgery, Assistant Professor of Surgery, 
Kempegowda Institute of Medical Sciences Government Medical College, 


K.R. Road , Bangalore 560 004 Mysore - 570 015 


Dr. A.S. Godhi, 37. Dr. PK. Phadnis, 
Professor of Surgery, Associate Professor of Medicine, 
J. N. Medical College, J. N. Medical College, 

Belgaum - 590 010 Belgaum - 590 010 


Dr. A. G. Sreenivasa Murthy, Dr. R. Chandrashekara, 


Professor & HOD of Medicine, Professor & HOD of Radiology, 
Sri Siddartha Medical College, Bangalore Medical College, 
Agalakote, Fort, 


Tumkur - 572 102 Bangalore - 560 002 


Dr. Gangappa, Dr. D.L. Ramachandra, 
Principal, Principal, 

Adichunchanagiri Institute of Medical Sciences Sri Devaraj Urs Medical College,, 
B.G.Nagar, Bellur - 571 448 Tamaka, Kolar - 563 101 


Dr. Shantha Ram, Dr. T.K. Nagabhushan, 


Professor & HOD of Community Medicine, Professor of Medicine, 
Sri Devaraj Urs Medical College,, Bangalore Medical College, Fort, 
Tamaka, Kolar - 563 101 Bangalore - 560 002 


Dr. P. B. Jaju, 45. Dr. S.I. Tolanur. 

Professor & HOD of OBG, Professor of Anatomy, 

Sri B.M. Patil Medical College, Sri B.M. Patil Medical College, 
Bijapur - 586 103 Bijapur - 586 103 


Dr. K. Basappa, 47 

Professor of Community Medicine, Skbuty Regletra > eae 
Adichunchanagiri Institute of Medical Sciences RGUHS, Bangalore 
B.G.Nagar - 571 448, Karnataka : . 

Mandya District 


48. Dr. G.V. Niranjan, 
Deputy Registrar - Academic, 
RGUHS - Karnataka, 
Bangalore 
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Appendix - C3 


SOME CASE STUDIES AND CRITICAL ISSUES FOR DISCUSSION DURING ETHICS COURSE 


6. 


- A Compilation for and from the Workshop* 


S., is a 40 year male patient who is an ex 
doctor in St. John's with chronic cough 
sis, which is curable with six months fe) 
wrong with him. 

Should the doctor tell them? 

Should the doctor tell his company's director? 
Should the doctor tell his loving wife? 


ecutive in a soft-ware company. He comes to a 
and fever. He is diagnosed to have Tuberculo- 
f treatment. His friends want to know what is 


Answer each of the three questions and discuss the ethical issue involved. 
(CONFIDENTIALITY, AUTONOMY, NON-MALEFICIENCE) 


R., is a 32 year female patient who is a house wife with three children. She comes to hospital 
with fever, headache and vomiting. The doctor feels that she may need a lumbar puncture to 
examine the CSF for evidence of meningitis. 

Does the doctor require to ask permission to do the lumbar puncture? 

Which ethical issue is involved in this case? 

Discuss what is necessary on the part of the doctor to obtain her permission, if needed. 
(INFORMED CONSENT, AUTONOMY) 


A., is a first year medical student who is in the C batch of students in his class. He has been 
regularly playing the fool at the dissection table. Recently he has been cutting pieces of 
cadaver flesh and hiding it in his classmates lab coat pockets. 

Are there any ethical issues involved? 

(RESPECT FOR LIFE, VALUES, HUMAN DIGNITY) 

During the Microbiology semester examination, the stool microscopy practical examination 
had unusual results with ten out of eleven students in Batch B finding E. histolytica. The slide 
to have been kept for the exam however was changed at the last minute for an ascaris egg 
slide! 


Are there any ethical issues involved? 
Can similar behavior be continued as a professional later in the student's career? 


(HONESTY, VALUES) 


Pharmacology department has been given a grant to hold drug tests on human subjects. 
There is a notice on the board advertising for students to volunteer and that they will be paid 
one hundred rupees and will get three days holidays from college. 


Are there any ethical issues involved? 
(INFORMED CONSENT, AUTONOMY) 


You are posted in Surgery and four of you have entered the ward to examine some patients. 


* Compiled by Dr. Sanjiv Lewin 
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10. 


Lac 


hen 


your lab coats, yOu call each patient in turn to the 
tion. At the end you pretend to be the doctor and 


be all right. 


Since you and your friends are wearing 
treatment room and complete your examina 
reassure the patient that every thing is going to 


Are there any issues involved? 
(INFORMED CONSENT, AUTONOMY, DISHONESTY) 


mentally retarded son to be donated to the 


The mother of two adults offers the kidney of a 
second son is the sole breadwinner of the 


second son who is in chronic renal failure. The 
family. 


Are there any issues involved? 

Suppose the second son with chronic renal failure is an alcoholic and has cirrhosis, what 
would you say to a partial liver transplant from the retarded son? Would the issues change? 
(INFORMED CONSENT, VALUE OF A PERSON, PROTECTING THE VULNERABLE, AU- 
TONOMY, BENEFICENCE, NON MALEFICIENCE) 


The newspapers publish the photograph of a hermaphrodite patient with his identity and de- 
tails of his testis and ovaries on the second page of the Sunday paper. It quotes the doctor in 
the hospital who calls the case a rare case in medical literature and the importance of making 
it aware to the public. 


Are there any issues involved? 
(INFORMED CONSENT, RESPECT, VALUE, NON MALEFICIENCE) 


Doctor X is asked to attend a vaccination camp to give Hepatitis B vaccines to all that attend 
the camp. She refuses since the last camp had people of all ages from children to grandfa- 
thers queuing up to get the vaccine. She feels it is unethical to give the vaccine to everyone 
if they are not at risk. She however agrees to attend the pulse polio camp. 


Is she wrong? What are the ethical issues involved? 
(BENEFIENCE, NON MALEFICIENCE) 


A mother brings a mentally handicapped girl child who is 12 years old and requests for a 
hysterectomy. Both parents work through the day and the child is usually left at home alone. 


The mother anticipates the need for personal hygiene once the child attains menarche. Should 
the doctor comply with the request. 


A newly = young lady has been diagnosed to have Leprosy and wishes to complete her 
treatment without her husband being told of her problem. The leprosy is of a tuberculoid type 


and is curable. Should the doctor agree to her wishes. 


During a routine caesarian there is excessive bleeding and the urgent need to do a complete 


—< e»———— iv a 


—— is 


13. 


14. 


15. 


16. 


17. 


18. 


19. 


20. 


21. 


22. 


23. 


hysterectomy in the operation theatre. The lad 
husband is a teacher in a school, 
ask? 


y is the mother of two healthy children and her 
Should we go ahead with the hysterectomy? Who do we 


A poor lady has five children and finds out that she is pregnant with an unwanted child. Should 


you request or agree to perform the MTP? Suppose she was married with no children and 
rich. Would your decision change? When does life begin? 


A patient in need of a kidney transplant brings a "relative" who is to donate. You get to know 
that this is no relative but an employee of the patient. Should you agree to the transplant? 


A patient in need of a kidney transplant brings his newly married wife from the village as a 
donor. She was married two weeks ago and you learn that she did not know that her “hus- 
band" had this need and now she feels it is her duty. Should you refuse this donor? 


Should premarital counseling be carried out to prevent marriages between probable carriers 
of a defective gene? Is this playing with nature? 


Should ethics be taught by unethical corrupt "bad” teachers? 


An ART conception results in a HIV positive (i) fetus or (ii) child. Should we allow an abortion? 
Should we institutionalize the newly born child in an orphanage? 


A surrogate mother is paid to carry an ART conception. Is it right? Can she refuse to give up 
the baby after carrying it for 9 months? Suppose the baby is born deformed, can the "parents" 
refuse to accept the baby and pay the money to the surrogate parent? Can the "parents" 
dictate the life style of the surrogate mother during the pregnancy? Who are the true parents? 


Can a company ask for a medical certificate of an employee which contains personal and 
medical details which is meant to be confidential? Suppose the doctor is the regular doctor of 
the employee? Suppose the doctor is a company doctor? Suppose the doctor had never 


seen the patient before? 


Can a doctor certify a patient for a scholarship when there have been a visit or two? The 
patient has been accidentally seen previously outside the Psychiatry OPD and you notice 
healed cuts on the patients wrists which were apparently due to a road traffic acces Sup- 
pose the patient actually had slit her wrists? Suppose the patient had been escorting a sick 


relative and was actually involved in an accident? 

Is it right for hospitals to dispose of hospital waste in public areas? 
Does a patient have the right to choose or change a doctor? Does a doctor have the right to 
choose and refuse a patient? 


Se 


24. 


25. 


26. 


27. 


28. 


29. 


30. 


31. 


32. 


33. 


ine and see patients in a medical college hospital? 


Do medical students have a right to ae, 
different, is this discrimination? 


In the general ward? In the private ward? If 


Does a doctor have the right to screen a patient for HIV before treatment? Does the patient 


have a right to know the doctor's HIV status? 


Can a homosexual family or a single parent have a right to ART? 


Can a donor sperm, ovum or zygote be stored? Destroyed? Who owns them if the donor 


dies? 


Should the identity of the donor and recipient of a cadaveric donation be kept secret? Should 
the donors family decide who gets the donation? Should a non resident of a place be given 
the donation? Who owns a cadaver if unclaimed? Can we afford the concept of brain death? 
Who will pay for the life support once brain death is declared and before the actual transplant 


is carried out? 


Is it necessary to have a chaperon during the examination of a lady patient? In Ophthal- 


mology? F 
An interesting patient is admitted to the ward which is a potential publication. Can we take a 
photograph of the patient and the lesion and send it for publication? Do | need permission? 
Can | publish the problem in a newspaper? Can | publish about availability of my specialized 
services in the newspaper? Can | be photographed and interviewed in a newspaper as a 
good doctor?..Can | have my name, address and telephone number in the newspaper? In the 
yellow pages? 


Can a patient demand a second opinion and then return to the first doctor for treatment? Can 
a patient go shopping for the best deal? Can a patient ask for a particular surgeon to operate 
on him or her? Can the patient decide his or her own treatment plan? 


Can sex determination be done in a prenatal clinic? Can any other prenatal screening be 
done with the possibility to terminate life? Can universal screening be done without parental 
consent? Whose consent -father or mother or both? 


Can genetic engineering be used to correct defects? Can it be used to correct cosmetic 
anomalies? Can it be used to produce the perfect person? Who decides what is right? What 
right has the person deciding have that the condition or anomaly or feature is bad “ good 
neler decide the termination of life? What right has anyone to prevent a family from prevent- 
ing the birth of a child who is defective and who will suffer or die early in life? Can the doctor 
distance himself from the decision making and leave it to the parents? Is it Her the same as 
describing all the methods to murder and leaving the decision and responsibility to the per- 
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son? Is it separating science from ethics? 


34. Can abortions be carried out to obtain fetal tissue for transplants? Can animal tissue be used 
for similar purposes? 


Ethical issues in Medical Research 


35. Cana study be done even though it has already been proved before? Cana pharmaceutical 
company sponsor a study and decide whether to publish or not? What is the duty of the doctor 
after completion of the study especially if the results are not in favour of the company? 


36. Can children be included in any study? From who shall consent be asked? Can a person walk 
away from a study before its completion? Can you pay the study subjects? Can you ask 
medical students in your institute to participate in a study? 


37. Cana study be done in a third world country when it has been disallowed in the west? 


38. Can animals be used in studies? Can animals be not used in studies especially with respect 
to drug trials? Which animals would you object to in a study - dogs, cats, rabbits, ants, cock- 
roaches? Why are there different responses depending upon the type of animal? 


39. Can prisoners be used for experiments? 


40. Who should implement the MCI's code of conduct? 
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Appendix - C4 


THE CONTENT AND METHODOLOGY FOR VALUE EDUCATION FOR 
| MBBS STUDENTS (St. John's Medical College, Bangalore) 


SYLLABUS 
Month Topic | 
August ADJUSTMENT 
- to the new environment - College Ethos . 
- to companions | 
- to food, weather, new situations. 
September KNOWING MYSELF . 
- my strengths and weaknesses : 
- how to handle them 
- using them for personal development ! 
October MY RELIGIOUS BELIEFS 
- Christian, Hindu, Muslim, Buddhist, any ; 
other. d 
November 


THE NEED FOR EACH OTHER i 
- for help, support, guidance, emotional sta 
bility companionship. 
CONCERN FOR THE NEEDY 
- the neglected, downtrodden, marginalized 
- companions 
EVALUATION OF THE CLASS. 
January MY VALUE SYSTEM 
- what it Is 
- how | have lived it 
- value clarification exercise 
- choosing a model for emulation. 
February SHARING 
- its meaning 
- its need 
- its practice in daily life 
- of things, joys, sorrows, possessions. 
March TO FIND MEANING IN LIFE 


- by living one's vocation | 
| 
/ 


December 


- by realising its need 


- by finding happiness in what we do and in what we 
are. 


sn 


Month 


Topic 
April CHARACTER AND TEMPERAMENT 
- their definitions 
- four temperaments. 
May LOVE 
- its true meaning 
- what it is and what it is not 
- its responsibility. 
EVALUATION OF THE CLASS. 
METHODOLOGY 
1. Video Cassettes : Viewing, discussion, reflection, Interiorising, prayer. 
2. _ Role Play : Discussiong, analysing, action-oriented conclusions. 
3. Attitude Tests, Psychological Testing, Personalisation. 
4. Brainstorming : discussion, feedback, evaluation 
5. Group Discussion: Reporting, General Session. 
6. Case Study : Group Analysis, Discussion and General Session. 
7. Talks by the staff, counsellor. 
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Appendix - C5 


[Abstracts from Revised Ordinance governing MBBS course 1997-98 of Rajiv Gandhi Univer- 


sity of Health Sciences, Karnataka, Bangalore]. 


SECTION | 


INTRODUCTION 


(MCI) revised the M.B.B.S. curriculum. It came into effect from May 


The Medical Council of India 
hes 


1997. Rajiv Gandhi University of Health Sciences will implement the new regulations for the batc 
of students admitted to the M.B.B.S. course in the academic year 1997-98. 


The new regulations recommend: 


(1) That the medical curriculum should be oriented towards educating students to take up the 
responsibilities of physicians of first contact. The medical graduate should be capable of 
functioning independently in both urban and rural environment. 


(2) Every effort should be made to provide educational experience that allow hands-on-experi- 
ence both in hospital as well as in community setting. For this purpose, a comprehensive list 
of clinical skills that a graduate must acquire at the end of the course including internship has 

’ been prepared. 


(3) That maximum efforts be made to encourage integrated teaching and every attempt be made 
to de-emphasise compartmentalisation of disciplines so as to achieve horizontal and vertical 
integration in different phases. 


(4) That educational experience should emphasise health rather than only disease, and commu- 
nity orientation also instead of only hospital orientation. Population control and family plan- 
ning should also be given due emphasis. 


(5) Due importance to be given to teaching common problems of health and disease and to the 
national programmes. 


(6) That every effort should be made to use learner oriented methods which would encourage 
cultivation of logical thinking, clarity of expression, independence of judgement, scientific hab- 
its, problem solving abilities, self initiated and self-directed learning. 


(7) Reduction of didactic lectures (not more than 1/3 of total teaching hours) and increasing use of 
active methods of learning such as group discussions, seminars, role play, field visits, demon- 


Strations, peer interactions etc., which would enable students to develop personality, com- 
munication skills and other qualities which are necessary. 
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(8) Examinations be designed with a view to assess n 
and clinical skills, habits and values which are ne 
sional day to day work competently. 


ot merely the knowledge but also practical 
cessary for a graduate to carry out profes- 


(9) Regular periodic assessment be done throughout the course for internal assessment. The 
assessment need not be limited to written tests. It should relate to other items such as main- 
tenance of records, participation in seminars and group discussions, clinical case study, profi- 
ciency in carrying out practical or clinical skill or participation in projects and assignments 
(even)during vacation. These be evaluated objectively and recorded. 


(10) That every medical institution should evolve institutional objectives which would be in conso- 


nance with the national goals (see Section Il) and health policy. The institutional objectives 
should describe the attributes of their product. 


(11) Shift in the role of medical teachers from mere imparting knowledge to that of a facilitator and 
motivator of student learning. 


(12) That every medical college establish a medical education unit for faculty development, prepa- 
ration of learning resource materials and improved evaluation methods. 


Rajiv Gandhi University of Health Sciences endorses these recommendations. It strongly desires 
that affiliated colleges should implement these while conducting the MBBS course. 


Doctors and other health professionals are confronted with many ethical issues and prob- 
lems. With advances in science and technology, these problems are on the increase. It is 
necessary for every doctor to be aware of these problems. The doctor shouid also be trained 
to analyse the ethical problems as they arise and deal with them in an acceptable manner. It 
is therefore recommended that teaching of medical ethics be introduced in phase | and con- 
tinued throughout the course including the internship period. 


in order to implement the new regulations, from the academic year of 1997-98 it was necessary for 
this University to restructure the | MBBS course. The goals and general objectives of MBBS bins 
tion is given in Section II. The eligibility for admission, duration of the course, oGeiae asuone 
regarding attendance, internal assessment, distribution of marks for paige | Proteenin ns iat 
tion subjects, criteria for pass, number of chances and grounds for Lo aml are ovens =i al iv 
Revised course contents, teaching schedule and scheme of examination are Gee in Section IV. 
The section V contains the topics recommended for teaching of medical ethics. 
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SECTION Il 


OBJECTIVES OF MEDICAL GRADUATE TRAINING PROGRAMME 
(MCI REGULATIONS, 1997) 


The MCI has stated the goals and general objectives of 
regulations. They are given in this section. It is desired 


graduate medical education in the new 
that in consonance with these national 


goals, each medical college should evolve institutional objectives. 


(1) 


NATIONAL GOALS: 


At the end of undergraduate programme, the medical student shall endeavour to be able to: 

(a) Recognise ‘health for all’ as a national goal and health right of all citizens and by 
undergoing training for medical profession fulfil his/ner social obligations towards 
realisation of this goal; 

(b) Learn every aspect of National policies on health and devote himseif/herself to its practi 
cal implementation; 

(c) Achieve competence in practice of holistic medicine, encompassing promotive, preven 
tive, curative and rehabilitative aspects of common diseases; 

(d) Develop scientific temper, acquire educational experience for proficiency in the profes 
sion and promote healthy living: 


A (e) Become exemplary citizen by observation of medical ethics and fulfilling social and pro 


(2) 


fessional obligations, so as to respond to national aspirations. 
INSTITUTIONAL GOALS 


The undergraduate students coming out of a medical institution should: 


(a) Be competent in diagnosis and management of common health problems of individual 
and the community, commensurate with his/her position as a member of the health 
team at the primary, secondary or tertiary levels, using his/her clinical skills based on 
history, physical examination and relevant investigations; 


(b) Be competent to practice preventive, promotive, curative and rehabilitative medicine in 
respect to the commonly encountered health problems; 

(c) Appreciate different therapeutic modalities, be familiar with the administration of the 
“essential drugs" and their common side effects; 

(d) Be able to appreciate the social-psychological, cultural, economic and environmental 
factors affecting health and develop humane attitude towards the discharging one's 
professional responsibilities; 


(e) Possess the attitude for continued self learning and to seek further expertise or to 
pursue research in any chosen area of medicine; 


(f) | Be familiar with the basic factors which are essential for the implementation of the 
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National Health Programs including practical aspects of the following:- 


(i) Family Welfare and Maternal and Child Health (MCH), 

(ii) Sanitation and water supply, 

(iii) Prevention and control of communicable and non-communicable diseases, 
(iv) Immunisation, 

(v) Health Education. 


(g) Acquire basic management skill in the area of human resources, materials and resource 
management related to health care delivery; 


(h) Be able to identify community health problems and learn to work to resolve these by 
designing, instituting corrective steps and evaluating outcome of such measures; 


(i) | Be able to work as a leading partner in health care teams and acquire proficiency in 
communication skills; 


(j) | Be competent to work in a variety of health care settings; 


(k) | Have personal characteristics and attitude required for professional life such as per 


sonal integrity, sense of responsibility and dependability and ability to relate to or show 
concern for other individuais. 


(1) All efforts must be made to equip the medical graduate to acquire the detailed skills in 
Appendix B of Medicai Council of India Regulations on Medical Education, 1997 
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SECTION V - Curriculum in Ethics 


TEACHING OF MEDICAL ETHICS IN M.B.B.S. 


1. 


INTRODUCTION 


Medical ethics is a systematic effort to work within the ethos of medicine, which has tradition- 


ally been service to sick. 


There is now a shift from the traditional individual patient doctor relationship of medical care. 
With the advances in science and technology and the needs of patients, their families and the 
community, there is an increased concern with the health of the society. There is a shift to 
greater accountability to the society. Doctors and other health professionals are confronted 
with many ethical problems. It is, therefore, necessary to be prepared to deal with these 


problems. 


Research is a must to improve the quality of patient care and health of the people. This would 
involve human experimentation and animal research. 


In keeping with its goal to improve quality of education, Rajiv Gandhi University of Health 
Sciences recommends introduction of medical ethics in the regular teaching of M.B.B.S. course 
beginning from first year and continuing till the end of internship. 


- OBJECTIVES 


The objectives of teaching medical ethics should be to enable the students develop the ability 
to: 


1. Identify underlying ethical issues and problems in medical practice and health of the people. 
2. Consider the alternatives under the given circumstances, and 


3. Make decisions based on acceptable moral concepts and also traditions and practices 


~ COURSE CONTENTS (SYLLABUS) 


1. Introduction to Medical Ethics 


What is Ethics 

What are values and norms 

Relationship between being ethical and human fulfillment 

How to form a value system in one's personal and professional life 
Heteronomous Ethics and Autonomous Ethics 

Freedom and Personal Responsibility. 


— eS ———————— 


“aa =“ 


2. Definition of Medical Ethics 


Difference between medical ethics and bioethics 
Major Principles of Medical Ethics- 


Beneficence = fraternity 
Justice = equality 
Self determination (autonomy) = liberty 


3. Perspectives of Medical Ethics 


Indian perspectives : Charaka, Susruta, others 
The Hippocratic oath 

The Declaration of Helsinki 

The WHO Declaration of Geneva 

International code of Medical Ethics (1983) 
Medical Council of India Code of Ethics. 


4. Ethics of the Individual 


The patient as a person 

The Right to be respected 

Truth and Confidentiality 

The Autonomy of decision 

The concept of disease, health and healing 
The Right to health 

Ethics of Behaviour modification 

The Physician - Patient relationship 


Organ donation. 
5. The Ethics of Human life 


What is human life 

Criteria for distinguishing the human and the non-human 
The beginning of human life 

Conception, Contraception 

Abortion 

Prenatal sex-determination 

Assisted Reproductive Technologies. 
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Genetic Engineering. 
6. The Family and Society in Medical Ethics 


The family as the unit of Society. 
The Ethics of human sexuality 
Family Planning perspectives 


Terminal Care 
7. Death and Dying 


_ Use of life-support systems; care of the dying. 

Death awareness 
The moment of death 
Prolongation of life 
Ordinary and extraordinary life support 
Advanced life directives 
Euthanasia - passive and active 
Suicide - the ethical outlook 
The right to die with dignity 

® 8. Professional Ethics 
Code of conduct 
Contract and confidentiality 
Charging of fees, Fee-splitting 
Rational use of drugs 
Over-investigating the patient 
Essential drugs 


Allocation of resources in health care 
9. Research Ethics 


Animal and experimental research/numaneness 
Human experimentation 
Human volunteer research - Informed Consent 


Drug trails 


10. Ethical work-up of cases 


rr 


Gathering all scientific factors 

Gathering all human factors 

Gathering all value factors 

Identifying areas of value - conflict, setting of priorities 
Working our criteria towards decisions. 


4. ZTEACHING / LEARNING EXPERIENCE 


Classroom teaching would focus on professional relationship, patient-doctor relationship, is- 
sues at the beginning and end of life, reproductive technologies, resource allocation and health 
policy. It will also deal with values, ethical concepts and principles. 


Clinical ethics must be taught as part of bedside teaching. Group discussions, case studies, 
problem analysing and problem solving exercises may also be employed. 


The teacher invoived in teaching ethics should show how the ethical principles are applied on 
a day-to-day and patient to patient basis by: 


Demonstrating by example, how to identify and resolve a particular problem 

increasing the awareness and knowledge of students of the value dimensions of interactions 
with the patients, colieaques, relations and public 

‘Fostering the development of skills of analysis, decisions making and judgement. 

Making the students aware of the need to respect the rights of the patient as aiso duties and 
responsibilities of the doctor. 


ae a READING 
Francis C.M., Medical Ethics, | Ed, 1993, Jaypee Brothers, New Delhi, p189, Rs. 60/- 
DIFFERENT METHODS RECOMMENDED FOR INTERNAL ASSESSMENT 


The Medical Council of india has given some examples of methods for internal assessment of 
students which may be followed by the colleges. They are: 


Credit for preparation and presentation of seminars by students 
Preparation of clinical case for presentation 

Clinical case study/problem solving exercises 

Participation in project for health care in the community 

Proficiency in conducting a small research project or assignment 

Multiple choice questions (MCQ) test after completion of a chapter/sysiem. 
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Each item shall be objectively assessed and recorded. Some of the items can be assigned as home 


work / vacation work. 
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Appendix - C6 
POINTS FOR GROUP DISCUSSIONS DURING THE WORKSHOP 


Group 1 : Alternative Systems of Medicine 


What are the ethical and legal issues involved in cross practice (modern medicine and other sys- 
tems) 


Is it right for a graduate of modern medicine to prescribe medicines of other systems? 


The National Health Policy recognise the role of alternative systems of medicine. Is this to be 
encouraged? 


Group 2 : Assisted Reproductive Technologies 
Should Assisted Reproductive Technologies be allowed/encouraged? 
Which ones should be allowed and which ones not allowed? 


When in-vitro fertilisation is carried out, more embroys are produced. What is the status of unused 
embryo? 


How should they be handled? 
What are the implications of 'surrogacy?' What is the status of the child? 


Assisted reproductive technologies are expensive - who should bear the cost? Government or 


Private parties? Is it ethical to have a technology for the benefit of a few affluent, while denying it to 
others? 


Group 3 : Genetics and Medical Ethics 


Is prenatal testing to be done? For what purpose? For Sex determination? Genetic make-up/ 
defects? 


Should general screening of newborns be encouraged to detect genetic defects: 


1. Where we can have interventions 


2. Where intervention is not possible at present. 
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Is gene therapy to be encoura 


ged? (Somatic gene therapy, 
Genetic Engineering) 


Germ Line therapy and Enhancement 


Where there are deficiencies or for treating / preventing serious diseases? 
To improve the physical and mental make-up? 


What should be the role of the doctor in genetic counseling of couples? 


Group 4 : Organ transplantation 


Brain death - what do we understand by the term "brain death" 


in the light of cadaveric organ 
transplantation? 


Should the spouse be included/excluded from the category of related donors of organs. 
Who all should be included in the ethical committees to approve of organ transplantation? 
Live donor Vs Cadaver donor -What are the implications? 

What are the ethical issues in embryonic foetal tissue transplantation? 


Can animal tissues be used for tissue/organ transplantation? Will there be transmission of disease 
from animal to the human being? 


Group 5 : Patient's Rights 

What are the rights of patients in health and medical care? 

What is meant by human dignity? How is it observed/violated in our dealing with patients. 
Confidentiality - Are there situations where confidentiality may be/has to be broken? 


Informed consent : How can free informed consent be obtained and recorded? Is explicit informed 
consent necessary always? 


The above and similar issues need to be brought into focus of medical students during ethics 
teaching for the implementation of the syllabus of medical ethics of Rajiv Gandhi University 


of Health Sciences. 
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Appendix C7 


SOME REFLECTIONS / PRESENTATIONS FROM THE GROUP 
DISCUSSIONS 


A. GENETICS AND MEDICAL ETHICS 


Introduction 


Genetics often presents difficult choices for the patient} family, physicians, investigators, society and 
country. Genetic issues are not different from those in medicine. Then in what way genetic issues 
are special? Genetic information is powerful; ethical implications are profound; since it may predict 
future illness and subsequent consequences to the family. Physicians may find it difficult to cope up 
with the sheer volume of the new technology in genetics and the complexities of their clinical appli- 
cation. 


This presentation identifies a list of 16 ethical issues in genetics. These are outlined under the four 
major principles of ethics with suitable case studies. 


Respect for Autonomy 

Beneficience and nonmaleficence 

Privacy and confidentiality 

Justice and Equity. 

RESPECT FOR AUTONOMY 

(1) Genetic testing with difficult follow up choices 


A 36 year old woman having a strong family history of breast and ovarian cancer. After exten 
sive discussion elects for mastectomy and removal of her ovaries. Her younger sister also at 
risk for carrying the gene BRCAI, elects not to undergo the testing. Her option may be re 
spected. 


(2) Testing of children 


A 40 year old woman, whose father died of Huntington's disease whose brother is now af 

fected, wishes to know her risk as well as for her two sons. She indicates to her physician that 
due to her difficult financial circumstances she has to know about the normalcy of her sons to 
plan their education. Here it is the question of parental autonomy to make decisions on behalf 
of the children. Children should be/should not be tested for adult-onset conditions unless: it is 
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life threatening / specific interventions are available. ( 


. J , Special circumstance is new born screen 
ing for a condition which will become severe and irr 


eversible eg: phenyl ketone urea). 


(3) Pregnancy termination for mild conditions 


Couple with 6 year old child, having learning disability, inquires about the risk of recurrence to 
their future child and requests for pregnancy termination. But the geneticist's responsibility 
has to extend beyond the present situation with an advice for follow up. 


(4) Sex selection 


Couple with 3 female offsprings request for PND of fetal sex. Here female gender is not a 
disease. 


(5) Pre-natal diagnosis (PND) to select for an affected child 


A couple with mutation for fibroblast growth factor (achondroplasia) requests for a child who 
could be affected but heterozygous. They desire to terminate if homozygous. Is it in the 
interests of child or parents to assist the selection of an affected individual. 


i. BENEFICENCE AND NONMALEFICENCE 
(maximise the benefits) (minimize the risks) 


(1) Experimental therapy (Gene Therapy) 


x linked urea cycle disorder testing showed that the mother is a carrier; PND indicated that her 
2nd pregnancy male foetus would be affected. Parents continued the pregnancy because of 
their attitude to abortion. After detailed discussion about the risks and the benefits parents 
opted for gene therapy. 


Gene therapy with unknown benefits and risks may give rise to problems/challenges. 


(2) PND and its appropriateness 


Aware of the risk of having a child with Cystic Fibrosis, the couple opted for appropriate PND. 
Here the request may be honored. 


ill. PRIVACY AND CONFIDENTIALITY 
(1) Paternity 


A lady with three children has family history of colon cancer. One of her children is from a 
different father. She requested to keep the information confidential. This request may carry 


weight. 
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(2) Duty / confidentiality 


Child diagnosed with Down Syndrome is found to have the translocation transmitted from ie 
carrier father, Father is of the opinion that rest of the family need not know of this information. 
Counsellor should explain on the need for disclosure. 


(3) Wrongful life. 


This is where a child brings legal action against its parents for having given birth, when they 
were aware of the genetic condition. 


(4) Wrongful births. 


This is by parents against physicians that they were not warned about the risk of the abnor 
mality. 


JUSTICE AND EQUITY 
(1) _Loss of job opportunity due to genetic disposition 


Healthy individual is denied employment on the basis of disposition to future illness. Physician 
has violated the confidentiality? Can the individual be given the job through court? 


(2) Loss of health insurance 


If genetic disposition is reason enough for loss of health insurance, solutions are urgently 
needed. 


(3) Allocation and access 


Genetic services are expensive. Then Govt. and Private funding agencies may have to stream 
line the care needed? 


(4) Conflicts of interest 


Patients’ need and physicians’ income/frame/to advance knowledge are always at conflict. 
Certain kinds of ties with industry could be prohibited. 


(Summary of presentation by Dr. Mrs. Sayee Rajangam, before the group discussion) 


B. 
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ASSISTED REPRODUCTIVE TECHNOLOGY - Teaching Medical Ethics to Under- 
graduate Medical students: 


Assisted Reproductive Technology is a highly specialised area of Gynaecology practised by 
experienced super-specialists. Patients undergoing these procedures require in depth coun- 
selling regarding the details of treatment and procedure, complications, success rate and the 
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se involved. Such Counsellors should avoid imposition of their moral values. The counsel- 
ing enone be non directive i.e., the counsellor should remain objective in providing informa- 
tion that will allow the patient to make their own informed decision. 


Basic physicians who have completed MBBS are ill-equipped to undertake such specialised 
counselling because (a) they have not been taught technical details of these procedures and 
(b) they have not seen these procedures being performed, as most teaching institutions do 
not have the facilities. However, the undergraduate medical students are made aware of the 
existence and availability of these procedures so that they can refer suitable patients to spe- 


Cialists. 


Assisted Reproductive Technologies is also a relatively new area. A short survey was under- 
taken to assess the knowledge and attitudes of internees in a medical college hospital. The 
summary of the key findings of this preliminary Survey are as follows: 


Data collected from 50 Internees 


Q1__—_— Do you know about ART? 
What was the source of your 
knowledge regarding ART? 


Q2 = Should ART be included in the 
curriculum of U.G. teaching? 


Q3 Enumerate ART procedures that you know 
Q4 Should there be more ART centres in 
our country including all medical colleges 
with P. G. teaching program? 


Q5 = Morally & Ethically do you approve of Art? 
a) If donor specimens are not used? 
b) If donor specimens are used? 
Reasons given : At least 50% 
biological parent. no stigma of 
adoption.. Adoption procedure tedious. 
Original parents not screened 
in adoption.) 


Yes 100% 
a) Media & Press 100% 
b) Ob/gyn teachers 20% 
c) Patients i 
Yes (a. Can learn better from 20% 
experts. b. Helps patient care ) 

No (a. It is a super speciality 80% 


subject, not for U.G. Don't 

want an extra chapter) 

More than 4 procedures 100% 
Yes (a. Needy patients need 80% 
not go outside the country. 

b. Outsiders will come for 

treatment — increase foreign 

exchange and our image. 

c. More job opportunity. 

d. Can start direct PG. 

course, or MCH in AR) 

No (a. Only a few patients 20% 
can benefit. 

b. Too expensive. 

c. Can create legal problems) 


Acceptable 100% 
Acceptable 70% 
Not acceptable 20% 


(Reasons given: a. Adoption 

better as there are many 

orphaned babies in India. 

b. Can create psychological & 

legal problems) 

Undecided 10% 
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Some Questions raised by the Internees 
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Who and where one can do ART? 

Any licence required? 

How to choose & screen donor? 

What are the rights of the child regarding legiticimacy and property, specially if it is a case of 
unwed mother or widow? 

Should the child be told that he/she is an ART child? 

Can a woman undergo ART without the consent of her husband? 

Can a man request the doctor to do AID without informing the wife? 

Can a surrogate mother refuse to give the baby? 

What happens if she goes through spontaneous abortions or |UD? Should she give back the 
money? 

After birth of the child through IUI, can a woman seek divorce on the grounds of non-consumation 
of marriage? | 

How long can one keep the stored sperms, eggs and embryos? 


From this preliminary study, it is evident that internees have many questions about ART which have 


ethical implications and therefore this needs to be discussed during the curriculum. Since 
most of the information presently available is reaching the student, predominantly from the 
media — the ethical / social issues related to ART are not as wel! understood, as the technical 
/ medical aspects. 


(Summary of presentation by Dr. Gomathy Narayan before the group discussion) 


D. 


TRANSPLANT ETHICS 


Key points from group discussion 


iP 
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The concept of BRAIN DEATH has to be defined and taught to the undergraduates 
Certificate to the brain death. 

On the whole, the concept of death has changed. 

Transplantation should be allowed only in a Recognised hospital by a certified team. 
DONOR CARD should be promoted — (permission of family not necessary). 

No ethical issue is involved in autotransplants. 

Spouse should not be included. 


The ethical decision making team should include the Head of the Institution, representative 


from N.G.O. , consumer protection courts, non institutional member. No representative from 
the transplant team. 
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7. Awareness should be there on the cadavar transplant. 
8. What is embronic foetal tissue transplant ? 
NO ABORTION JUST FOR TRANSPLANT. 


Xenotransplantation — there is danger of transmission of animal disorders and diseases. 


10. INFORMAL CONSENT - There is no place for this. 
11. DONOR SHOULD NOT BE CHEATED, 

E. PATIENT's RIGHTS 

Key points from Group Discussion 


I. Right to decide on doctor 


1. choose the doctor 
2. change the doctor 
3. seek second opinion 


i. Right to information 


Diagnosis 

Investigation concluded and planned. 

Prognosis 

Anticipated complication 

Expenditure invoived 

Pros & Cons of treatment , 

information imparted in juducuous doses & indivicual discretion. 
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i. Right io demand 


1. Discharge card 
2. investigation Reports 


IV. Right to refuse treatment 


V. Right to Human Dignity 


a) Communication skills 

b) Attitude of Empathy 

c) Care while examining a lady patient 

d) Photograph for academic purposes - after patients consent is sought 
e) Confidentiality to be maintained 

f) Informed explained consent. 
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RAJIV GANDHI UNVERSITY OF HEALTH SCIENCES, KARNATAKA, 
BANGALORE 


4th “T"Block, Jayanagar, Bangalore - 560 041 


Ref No. AC /MEU/ 97-98 Date:06.08.97 


CIRCULAR 
Sub: Establishment of Medical Education Units / Cells in Medical Colleges. 


The Medical Council of India has recommended in the regulations of Graduate Medical Education issued in May 
1997 that Medical Education Units / Departments (MEU) be established in all medical colleges. A few medical 
colleges affiliated to this University’ have already established such units. It is urged that establishment of 
Medical Education Units be expedited in the rest of the colleges. 


The activities of Medical Education unit be : 


1. Promotion of systematic educational planning 

. Curriculum development 

. Designing of innovative teaching learning techniques and learning resource materials 
. Development of appropriate evaluation techniques 


. Faculty development including training of teachers in educational technology 


oOo a Ff W NM 


. Research in medical education : 


A Committee called Medical Education Committee be constituted to cany out the functions of Medical Educa- 

tion Unit. Tlie Principal would be the Ch.iiipcrson. Teachers willi special interest in medical edlic.ilion and who 
have undergone specilic training in Educational Science or Technology in one of the Cenires (eg. Niilional 
leachur Training Centres or Medical Education Departments) be nominalcd to tlie Committee as embers. One 
of them be designated as co-ordinator of Medical Education Unit. | 


Additional inlomiation in this regard will be furnished on specific enquily from the Principals. 


The constitution of the Committee and the progress of activities may please be intimated to the University. 


REGISTRAR. 


Copy to: 


|. All. Medical Colleges affiliated to Rajiv Gandhi University of Health Sciences. 
PA. to V.C. 


pds 

3. PA to Registrar. 

4. Curriculum Officer 
5 


Registrar (Eva). 


et 


Appendix-8 


RAJIV GANDHI UNIVERSITY OF HEALTH SCIENCES, KARNATAKA 
4th 'T’ BLOCK, JAYANAGAR, BANGALORE - 4560041 


Ref:RGUI IS/AC 2/PG -0en./_/97 Date: 


From 
The Registrar 


Rajiv Gandhi University of Health Sciences 
Bangalore 
To 


The Principals of all Colleges with PG Courses affiliated to Rajiv Gandhi University of Health Sciences 


Sub : Post-Graduate Training Programme - 
Proposal for PG Training-Cum-Research Committee in afliliated colleges. 


One of the goals of this University is to improve the quality of the ongoing courses. Towards this, among other things, that 
which requires attention immediately is orietarion of Post-Graduate students (PG) to research methodology. It is for this 
reason thesis/dissertation work has been prescribed for all PG Courses. 


It is desired that every college afliliated to this university must constitute a PG Training-cum-Research Committee. The 
members of this Committee would be heads of Departments conducting PG Courses and the Chairman would be the 
Principal. The functions of the Committee would be : 


1) To review all thesis/dissertation protocols prepared by PG students before they are sent to the University. 

2) To review research proposals of staff or students before the commencement of work or prior to sending to 
funding agencies for grant. 

3) To examine whether any ethical issues arise in the proposals mentioned in | & 2 above and provide 
clearance suitably. ee 

4) To organise Continuing Education Programmes of integrated and multidisciplinary nature. 

5) To organise a foundation cum introductory programme in the beginning of the PG course common to all 
disciplines on selected topics. (See ANNEXURE 1) 


Stch an institutional committee will encourage pure review and discussion of proposals as well as in-house monitoring of 
the training programmes. 


| am directed to request you to constitute the commitiee as suggested above and intimate the University immediately. The 
Annexurcs | to |V may please be brought to the notice of the members of the Committee. 


You are also requested to notify the constitution of the Committee and the requisite Annexures for information of PG 
students. Synopsis of the dissertation may be sent in the prescribed proforma only (Annexure I!) after scrutiny by the PG 


Training-cum-Research Committee by the Heads of Institutions along with their remarks in one lot to the University for 
registration of the topic so as to reach within the prescribed dates notified in the calendar of events. 


Registrar 
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